ILLINOIS MEDICAL JOURNAL 


THE OFFICIAL ORGAN OF 


The Illinois State Medical Society 
PUBLISHED AT CHICAGO, ILL. 


CLYDE D. PENCE, M. D., Editor 
HENRY G. OHLS, M. D., Managing Editor 


INDEX FOR VOLUME XXV 


JANUARY TO JUNE 1914 





ILLINOIS MEDICAL JOURNAL 


THE OFFICIAL ORGAN OF 


THE ILLINOIS STATE MEDICAL SOCIETY 


VoL. XXV 


Original Articles 


A REPORT OF THE EXAMINATION OF 
THE EYES IN GENERAL PARALYSIS 
OF THE INSANE IN A SERIES OF 
FIFTY CASES.* 


Carrot, B. Wetton, M.D. 
PEORIA, LL. 

In general paralysis of the insane we have 
some definite and constant signs and symptoms 
which involve the eye, and the importance of 
these is further shown in that these may be the 
first symptoms of the disease to appear. As the 
affection is primarily a physical disease, the phys- 
ical symptoms may be earlier and more constant 
than the mental, and these somatic signs may 
even precede the mental signs for as long a period 
of time as five years. 

It is in just this class of cases, viz., in which 
the physical signs of the disease appear first, 
that changes in the eye become of extreme im- 
portance. Paretics in the early stages may often 
be considered mentally sound, and if the disease 
is not recognized and unless proper protection of 
the patient be made, the paretic, by reason of his 
mental and moral] deterioration, may be guilty 
of serious errors in conduct, affecting his social 
and financial standing and resulting in grave 
danger to himself, family, friends or to others. 
How far-reaching these dangers may be depends 
entirely upon the position in life that he had 
attained, and as some of these patients occupy 
responsible positions in the financial and busi- 
ness world, it is easily seen the danger in which 
the associates of an individual, suffering from 
this disease, would be placed. Thus it becomes 
at once evident that the early recognition of the 
disease is of the utmost importance and an ex- 
amination of the eyes may be the means by which 
the disease is first recognized. 
~ *Read at the sixty-third annual meeting of the Illinois 


State Medical Society at Peoria, May 21, 1918. Eye, ear, 
nose and throat section. 
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In this series of cases there were 48 whites 
and two blacks. There were 36 males, whose 
ages ran from 24 to 57 years. The ages of the 
14 females ranged from 24 to 52 years. Of 
course, it is admitted that this ratio of female 
paretics is too high in comparison with the sta- 
tistics of most observers, but that is the propor- 
tion in which they occurred in this particular 
grouping. 

In regard to the stage of the disease in which 
these cases were seen, there were eight patients 
in the prodromal stage, 25 patients in the active 
stage, and 14 patients of the demented type. 
There were three of the 50 cases in the class of 
tabo-paretics. 

Only a glance at the immense literature on 
the subject is needed to show the conflicting re- 
ports made by the various observers of the eye 
changes in paresis. One reason for this is that 
scarcely no attention has been paid to the stage 
of the disease in which the symptoms were noted. 
Then again the cases of paresis complicated with 
tabes have not been excluded, and the tabetic eye 
symptoms have been counted in, as of those be- 
longing to paresis, causing in this manner great 
variations in the statistics and making them 
practically useless. 

Taking up the disturbances in the extrinsic 
musculature of the eye, involvement of the lid 
was shown in seven cases or 14 per cent. in which 
there was present a partial ptosis, and this symp- 
tom has been reported by various observers as 
occurring in from 5 to 12 per cent. Magnan 
noted an unilateral ptosis with a bilateral am- 
blyopia four years before the development of the 
disease. Four of my 7 cases which showed 


of this series of cases were observed 
ospital for the Insane and were exam- 
ined as they were admitted to the institution during the 
years 1909 to 191%. These constituted almost entirely the 
cases of general porelyele of the insane received at the hos- 
pital during the four years. 


Note—The majorit 
at the Peoria State 
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paresis of the lid were in the second stage of the 
disease, two in the third stage, and one occurred 
in a tabo-paretic. None of the 8 patients in 
the prodromal stage showed any symptom of lid 
involvement. Blepharospasm (Raviart') is men- 
tioned as a symptom of paresis, but was not noted 
among my cases. It could be, however, of only 
slight, if any, diagnostic value. 

The external muscles of the globe were af- 
fected in nine cases, there being either nystag- 
mus or a jerking movement of the eye in four 
cases and a paralysis of single muscles in five 
cases. One case in which muscle palsy occurred 
was in the second stage of the disease, three oc- 
curred in cases in the third stage of the disease 
and one in a tabo-paretic. Nystagmus has also 
been observed by Marie as occurring twice in 
300 cases and by Joffroy’ five times among 227 
patients. 

The conjunctiva and cornea were normal in 
all of the cases, as was also the intraocular ten- 
sion. Among French authors, Raviart and some 
others claim that the conjuctival reflex is often 
not normal in paresis, and that abnormalities of 
the cornea are not infrequent. I do not believe 
that either of these symptoms are of any im- 
portance. 

We now come to the most important of the 
eye findings, viz., the pupil anomalies. Certain 
methods for examination of the eyes, and espe- 
cially the pupil reflexes, should be followed in 
paresis, as in other diseases in which changes 
in the eye occur, so that statistics of different 
observers will agree. The method I employ is to 
have the patient sitting and looking directly for- 
ward across the partially darkened room. The 
reflexes are then determined with artificial light. 
A smal] electric light of not too strong an in- 
tensity, which can be switched on and off, at the 
observer’s pleasure, will show the pupillary re- 
actions instantly and any movement, however 
slight, can be detected. The sensory and con- 
sensue] reactions are then determined. If the 
patient then be directed to look a little upward, 
the size and shape of the pupils are shown. 
Physiological conditions of the pupils must, of 
course, be considered. The age of the patient and 
the condition of the blood vessels of the iris have 
their effect. In the young the pupils are large 
aad diminish in size as the individual grows 
older. The refraction of the eye also influences 
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the size of the pupils, they being large in the 
myopic and small in the hyperopic eye, because 
the former accommodates little and the latter ac- 
commodates greatly. Inequality of the pupil 
was recorded in 40 patients or a percentage of 
80. It appears as an early symptom of the dis- 
ease, but it has not the same significance, if the 
reflexes are normal, The right pupil was larger 
in 18 of these and the left in 22 cases. In this 
connection Foster once noticed an inequality of 
the pupils of one of his colleagues and remarked 
that he might go insane. Some time afterwards 
this man, who had never shown the slightest 
sign of any mental abnormality, entered an asy- 
lum, where he died after a few years. 

One or both pupils were contracted in nine 
cases and in 13 cases the pupils were dilated. 
Tnequality of the pupils is probably the first 
symptom that appears in the onset of general 
paralysis. In going over a great number of re- 
ports this symptom is shown in about 64 per cent. 
of the cases.. Aniscoria was present in six of the 
8 patients in the prodromal stage of the dis- 
vase, 20 of the 25 patients in the active stage 
showed unequal pupils, and it was present in 11 
of the 14 patients in the demented or third stage 
of the disease. It is a symptom of the first stage 
of general paralysis and has been found in that 
period of the disease by a great many observers. 

(Rodiet,* Dubas, Pansier,? Holden.) Opin- 
ions differ as to its worth, also (Hansell*) as it 
appears in other forms of mental disease and has 
been observed in anemia, exophthalmic goiter 
and occurs in 10 per cent. of healthy individuals. 
(Bach,* Welton.*)* Its diagnostic value, how- 
ever, is conceded by all. 

There was a partial loss of light reflex in one 
or both eyes in 18 cases, and these 18 cases oc- 
curred in all three stages of the disease, six in 
the prodromal, seven in the second and five in the 
third stage. 

The Argyll-Robertson phenomenon was found 
in 28 cases, or in 56 per cent. In only two cases 
was there normal light reflex of the pupils, and 
one of these, when re-examined eleven months 
later, showed a diminished light reflex in one eye 
and an Argyll-Robertson pupil in the other. The 
other case, although in the second stage of the 
disease, had normal light reflexes. A peculiar 


*Gordon,’ in a recent publication, found we ~Y of the 
° 


pupils in 50 of 59 cases in the early state of the disease, 
and he states that this symptom can be considered almost 
pathognomonic of paresis. 
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condition, however, was noted in these two cases 
in that each showed the symptom called hippus, 
in which after the light was thrown of the eyes, 
there occurred a marked dilation of both pupils, 
and then with a series of oscillations the pupils 
would gradually contract to the size when first 
seen. Taking the cases of partial loss of light 
reflex and those presenting the Argyll-Robertson 
pupil, we have, then, changes in light reflex af- 
fecting 88 per cent. of these patients. Marandon 
de Montyle” maintains that the Argyle-Robert- 
son pupil is always present at some stage of the 
disease. 

The statistics of loss of light reflex vary from 
26 to 100 per cent. This great variation may be 
explained in that we do not agree in making up 
statistics as to what should be included. Some 
ubservers only report the cases in which the typ- 
ical Argyll-Robertson sign is present, while oth- 
ers include, together with these, the cases in 
which the light reflex is only reduced or par- 
tially lost, while again others include cases in 
which both light and convergence reactions are 
absent. The typical Argyll-Robertson pupil is 


the condition in which the direct and consensual 
light reflexes are’ abolished, but in which the as- 


sociated movements of accommodation and con- 
vergence are retained. The occurrence of the 
Argyll-Robertson pupil always means organic 
disease. 

In reporting pupillary changes for statistics 
the cases presenting diminished light reaction 
should be included, as well as the typical Argyll- 
Robertson phenomenon. 

The symptom of loss of light reflex is a most 
important one, as it may be the first symptom of 
paresis to appear and may precede the develop- 
ment of other symptoms by many years. Once 
the symptom is present, in only very few in- 
stances has it been reported to have returned, and 
in none of the cases in my series did I see, after 
its having been abolished, a re-establishment of 
the light reflex. In my series, the cases with 
the Argyll-Robertson pupil occurred in all three 
stages of the disease. In 6 of the 8 cases 
in the prodromal stage it was present, in 14 of 
the patients in the second, and in-? in the 
terminal stage. This would show that the Ar- 
gyll-Robertson pupil is an early symptom, and 
also that it is seen in a considerable proportion 
of cases throughout the whole course of the dis- 
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ease. It occurred in all three of the patients in 
the class of tabo-paretics. 

A partial or total loss of convergence reflex 
was noted in 13 cases, and these all occurred in 
the patients in the later stages of the disease. 
Mignot™ has recorded disturbance of this reflex 
in 60 per cent. of his cases. 

The-cases in which there was noted an internal 
ophthalmoplegia are purposely omitted in the per- 
centages in which the light reflex was disturbed, 
as it is a symptom of little diagnostic importance 
in paresis and occurs in the very late stages of 
the disease. The symptom presented in 7 
patients. It is a nuclear lesion and is more in- 
dicative of syphilis or other gross lesions of the 
brain. The course of the internal ophthalmo- 
plegia is generally as follows: Diminution, then 
paralysis of light reflex ; diminution; then paraly- 
sis of convergence reflex. The trend of the in- 
volvement of the pupil reactions in general pa- 
ralysis is the same as the course of the disease 
in general, viz., a gradual progressive paralysis 
of all nervous structures, the result of a chronic 
inflammatory process of the whole nervous 
system. 

The consensual pupil reaction was absent in 
33 cases or 66 per cent., and the sensory or psy- 
chical reaction was present in only four of the pa- 
tients. After the complete extinction of the light 
reflex, dilation upon skin excitation is only very 
rarely observed. Heibner and Bach (ero citato) 
have reported that the reaction has been elicited, 
even after the loss of the light reflex. As the 
sensory reflex is only well marked in early life 
and is slight or absent altogether in older per- 
sons, it can have no significance. The disap- 
pearance of the consensual reaction usually pre- 
eedes the development of light paralysis in 
paresis. 

The pupil reactions in 13 patients were re- 
examined some months later and in only two 
cases were there no further progressive changes, 
the others all showing pathologic conditions more 
marked than at the first examination. 

A symptom which occurred in 28 of these 
paretics, or 56 per cent., was a distortion or mis- 
shaping of the pupil, and this symptom, I believe, 
is of diagnostic value. Moebishe found mis- 
shapen pupils in 60 per cent. of his cases. Others 
(Briand, Antheaume, Trenel,’* Joffroy) as oc- 
curring in from 47 to 78 per cent. of cases. 
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Zuninski believes it to be a precursor of brain 
atrophy. It is regarded as the first sign of dis- 
turbance in the innervation of the iris, and marks 
the beginning of a reflex iridoplegia, of which 
the Argyll-Robertson pupil is an advanced stage. 
All authors do not have the same opinion in re- 
gard to the value of this symptom, but the gen- 
eral opinion prevails that it is of importance. 
( Bumke."*) 

There was partial opacity of the lens in one 
case. The vitreous was normal in all of the 
cases. The vision was taken in 39 of the pa- 
tients. In 11 patients it could not be determined 
on account of the dementia present. Twenty- 
four had one-half vision or better, 5 of these 
having normal visual acuity. In 8 the vision 
equaled from one-sixth to less than one-half. 
Three patients had perception of light only, and 
one patient was blind, with no perception or pro- 
jection. The fields for form and colors were 
not taken. 

Lessened visual acuity is, according to some 
authors, such an early symptom in general pa- 
ralysis that they consider it the first important 
one. It is supposed to appear in the very begin- 
ning of the disease, before either inequality or 


malformation of the pupils takes place. 

In 26 cases examined by Davids** the vision 
was normal in 20 of the patients, and in 4 
others there were conditions that he demonstrated 
—such as cataract, strabismus, and refractive er- 


rors—which accounted for the amblyopia. Ho!- 
den, in 70 cases in the early stages of the dis- 
ease, found 48 patients who had normal vision. 
Three cases had demonstrable lesions in the 
fundus and the balance, he found, had errors 
of refraction sufficient to account for the lessened 
visual acuity. Other investigators report the 
same in regard to visual disturbances. 

Tobacco or alcoholic amplyopia may play an 
important part in the visual disturbances which 
have been atributed to general paralysis, and 
these conditions must be ruled out before much 
dependence can be placed on these changes. It 
can be said that vision, together with color sense, 
is generally normal in general paralysis. 

In the fundus there was evidence in 2 cases 
of an old choroiditis, there being present atrophic 
areas in the retina and choroid. The blood ves- 
eels of the retina showed suggestive changes of 
arteriosclerosis in 5 cases, these changes con- 
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sisting of tortuosity, increased light reflex, bead- 
ing and indentation of the vein where crossing 
of an artery occurred and enlargement of the 
caliber of the vein on the distal side. 

Atrophy of the nerve head was present in 9 
cases, 5 being of the neuritic type and in 4 
the simple form. Pallor of the disk was shown 
in 3 cases and a hyperemia in 3 cases. 
All of my cases of optic atrophy, with one ex- 
ception, occurred in the later stages of the dis- 
ease. The one case in which it was found in the 
prodromal stage of the disease was a woman, 
eged 24 years, in whom optic atrophy was pres- 
ent in one eye. 

Uhthoff"* and others (Galezowski, Keraval and 
Rodiet?*) have found abnormal conditions of the 
dise and retina in a large percentage of cases, 
characterized by pallor of the dise and an opacity 
of retina around it. Schmidt, Rimpler*’ and oth- 
ers, on the other hand, did not observe these 
changes which were attributed to paresis. Hol- 
den did not find among his 70 cases in the early 
stages of the disease a single case of optic nerve 
atrophy. Optic atrophy is present in about 5 to 10 
per cent. of cases of paresis and is most fre- 
quently manifested in the period of complete de- 
velopment of the disease. (Marie, Ballet, Krafft- 
Ebing,** Gudden,” Joffroy, Dawson & Ram- 
houg,”” Tibaldi, Knapp.**) 

SUMMARY. 

Ptosis, partial in degree, occurs in paresis in 
a small percentage of cases, is a symptom of the 
late stages of the disease, and is of no great diag- 
nostic importance on that account. 

Ocular palsies are present in about 10 per 
cent. of the patients; occur late in the disease and 
are of no especial interest. 

Inequality of the pupils is found in half of 
the cases of paresis. It is, if not the first, one of 
the earliest symptoms to appear, and is of un- 
doubted diagnostic value. 

Distortion or misshaping of the pupil occurs 
in a certain percentage of cases in the prodromal 
stage of paresis and reaches in patients in the 
later stage a high percentage. It is only of rela- 
tive importance. 

Reflex iridoplegia and diminution in the light 
reaction are of great diagnostic importance. The 
Argyll-Robertson pupil is a cardinal eye symp- 
tom of the disease, reaching, aside from tabes, 
its highest percentage in general paralysis. It 
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appears early in the disease in about one-third 
of cases. 

The consensual light reaction is absert in about 
one-quarter of the cases in the early stage of 
paresis, and is absent in practically all of the 
Alone, it has not 


cases in the terminal stage. 
much diagnostic significance. 

Vision, together with the color sense and vis- 
ual fields, is generally normal in paralytics, at 
least in the early stages. 

There are no fundus changes which are in- 
dicative of paresis with the exception of optic 
atrophy, which occurs in 5 to 10 per cent. of cases 
in the last stage of the disease. 

In conclusion, I wish to express my thanks to 
Dr. George A. Zellar, superintendent of the Pe- 
oria State Hospital, and to the medical staff for 
the privilege and assistance in making these ex- 
aminations. 
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DISCUSSION. 


Dr. H. W. Woodruff, of Joliet: When I received 
my diploma and came out of the medical college I 
had a few ideas impressed upon me. One was the 
idea that if a person had unequal pupils it was a 
symptom of some grave spinal or brain disease, just 
what was rather indefinite in my mind. I remember 
distinctly a patient who consulted me because one 
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pupil was larger than the other. 1 could not under- 
stand why something did not happen to that indi- 
vidual. . He is still walking about today and does 
vot entertain a very high opinion of my ability, I 
know, as I advised consultation right away with a 
nerve specialist. I thought that he was in a serious 
condition. His unequal pupils were due to unequal 
refraction. As Dr. Welton has said, the symptom 
is not of great importance, while ‘it occurs in a pro- 
portion of cases of paresis, but the symptom alone, 
without something else, is absolutely of no value 
at all. 

Dr. George F. Suker of Chicago: I think, with 
Dr. Woodruff, that the section should be thankful 
to Dr. Welton for his paper. This is the best paper 
on the subject that has been presented in many a 
year by an eye man before any eye, ear, nose and 
throat section. We have not recognized the reac- 
tion of the pupil in the sense of diagnosis, symp- 
tomatology and prognosis for what it is worth. It 
is of immense importance as an early diagnostic 
symptom in many conditions, particularly in the ta- 
betic, as well as the general paretic. I make very 
little distinction betwen a tabetic and a genera! paretic 
as to etiology. Tabes is always syphilitic, first and 
last. A general paretic is so near a syphilitic, that, 
if he is not syphilitic, he ought to be; hence there 
‘Ss very little difference. 

Inequality of the pupils is a very common symp- 
tom even in a so-called normal individual, but it is 
always indicative of one or two things—disease of 
the third cranial or sympathetic nerve, and the sym- 
pathetic is the one most frequently involved. If the 
sympathetic is involved you have a pupil that is 
small on the side of involvement and _ readily 
differentiated from any other nerve lesion gf the 
iris by the application of cocaine or by the fact that 
it is only quantitatively and not qualitatively limited 
in its reactions. Cocaine in a normal pupil will give 
a moderate dilatation. If the pupil dilates under 
cocaine the sympathetic is not involved. If atropin 
gives ‘the maximum dilatation, the sympathetic is not 


‘involved. Therefore the early differentiation as to 


whether or not the sympathetics are involved is of 
prime importance. There are very few syphilitics 
that live their span of life and die from any intercur- 
rent disease but do not have an involvement of the 
sympathetic, first or last. The involvement of the 
third in the paretic is not as common. 


The Argyll-Robertson pupil shares its frequency 
with tabes and general paresis. An Argyll Robert- 
son pupil with an absence of the patellar reflex, which 
we invariably get in the last stages of general paresis 
and sometimes unequal patellar reflex on the two sides 
in early paresis, is almost proof positive that the man 
is syphilitic. 

In regard to the field of vision I beg to differ 
with the doctor in so far that the early paretic does 
show a contraction of the field of vision in some 
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portion or another; in other words, shows areas of 
scotoma, particularly as far as the color perception 
is concerned. You will find either a scotoma or 
what might be called amblyopic scotomatous areas. 

The misshapen pupil is also an early sign which 
can be depended upon, particularly if you have un- 
equal pupils. This in conjunction with an unequal 
or irregular pupil is as early an ocular sign in gen- 
eral paresis as you can possibly get. 

The optic atrophy in a general paretic, in conjunc- 
tion with a static myotic pupil, denotes an advanced 
stage of the disease. 

If we pay particular attention to our unequal pupils 
we will find that many of them are brought about 
by obstetric interferences or by the wearing of too 
high and tight collars, causing pressure, injury to the 
neck, tumors, etc., involving the sympathetic on that 
side; and, as soon as it is involved, you are bound to 
get unequal pupils. 

In the implication of the sympathetic we may have 
very marked differentiation regarding the size, which 
later on will more or less disappear, though never 
entirely. But should the inequality disappear to a 
very large extent we can be sure of the fact that 
the connection between the sympathetic on the two 
sides of the body is present. It is not always pres- 
ent in the human subjects; it is most frequently 
present in lower animals. If the pupil remains small 


persistently, as first observed, you can safely come 
to the conclusion that the association between the 
right and left sides of the sympathetic is not pres- 


ent or well established. It is the ganglion of Ribes 
situated near the anterior clinoid process, which 
furnishes the direct connection between the sympa- 
thetics on either side of the head and neck. 

Dr. Welton (closing the discussion): I would just 
say that unequal pupils are found, as I stated in the 
paper, in 10 per cent. of normal individuals. Also 
in examining several hundred other insane patients— 
that is, patients suffering from all sorts and forms 
of insanity—they showed the same proportion. 

One point about the unequal pupil is that even 
though it does occur in 10 per cent. of normal indi- 
viduals, it is a subject that calls attention to the 
eyes, and if further observation is made would per- 
haps lead to*finding some trouble—some serious 
trouble—and in that way this symptom is of value. 
Clark has reported thirty-seven cases of gross lesion 
of the central nervous system, with not a single 
case in which the Argyll-Robertson pupil was pres- 
ent. If this Argyll-Robertson pupil is simply a symp- 
tom of syphilis, it does not amount to much, If 
it is a symptom of a condition underlying such con- 
ditions as paresis or tabes, it is a symptom of great 
importance, and that latter view must be entertained 
today. 

As to the fields and colors, they were not taken 
because in looking over the literature all sorts of 
reports are made. Some men find all kinds of changes 
in the form fields and color fields and others, equally 
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as good observers, nothing at all, so that these find- 
ings amount to very little. In the second and third 
stages of the disease it is absolutely impossible to 
get the attention of the patient in order to get these 
fields. 

One point which is of importance to the railroad 
surgeon: These cases should be recognized early, 
because if you allow a man to run a railroad train 
who is suffering from paresis you are going to have 
trouble. That is the main point that I meant to bring 
out, that the general man and the ophthalmologist 
should work together, looking out for just such 
conditions in the eye as occur in general paresis. 





TREATMENT OF FRACTURES—PAST 
AND PRESENT. 


J. L. Wicerns, M. D. 
EAST ST. LOUIS, ILL. 


At certain periods in the world’s history, events 
have occurred so revolutionary in their effect 
that by common consent they are recognized and 
credited as “lines of demarcation between the 
past and the present, the old and the new.” In 
medicine we point to Harvey’s discovery of the 
circulation, Fracaster’s doctrine of contagion, 
Jenner’s inoculation and Long-Morton’s anes- 
thesia, each with its marked influence upon med- 
ical science. Yet, if in search of a point of cleay- 
age between the past and the present in surgery, 
all will admit that it was the advent of Listerism. 
Antisepsis, joining hands with anesthesia, began 
the march of conquest which has been so re- 
plete with victories. Growing more venturesome, 
we soon discovered that the refinement of anti- 
sepsis was asepsis, and that one thus protected, 
by the exercise of reasonable care, could invade 
the “holy temples” of the human body with meas- 
urable safety, or even do considerable damage and 
escape with credit. 

So the wheels of progress were accelerated, 
but as so frequently happens under similar con- 
ditions when the mind of man is directed toward 
investigation in some particular field, some one 
subject becomes paramount and is usually de- 
veloped at the expense of others. So with us— 
the abdominal cavity and its contained organs 
had our loyal and undivided attention. With 
that enthusiasm born of conquest in new worlds, 
with many of our idols shattered and many oth- 
ers under suspicion, there obtained a degree of 
skepticism relative to any method or procedure 
that claimed the merit of age. No matter how 
conscientious the teacher might be, no matter how 
he might strive to save for the future a few 
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truths from the wreckage of the past, he found 
his efforts were discounted ; the student, blinded 
by the new light, classified the old as decrepit 
rather than seasoned. After the excitement had 
subsided and sober second thought had given 
place to mad illusions, we found it profitable to 
inquire into the merits of some of their meth- 
ods and to question whether even their restricted 
opportunities for medical education did not pos- 
sess some points worthy of commendation. 

Admitting that few of the departments in their 
medical colleges could qualify scientifically as 
“exact,” need not discourage us, for it is recog- 
nized that their devotion to these few subjects 
was intensified. Chief among these was anat- 
omy, known as the foundation. The student was 
drilled upon this subject from the time he en- 
tered the office of his preceptor until he gradu- 
ated. 

In that age amputations, the reduction of frac- 
tures and dislocations, with an occasional inva- 
sion into neutral zones as a measure of last re- 
sort, formed the bulk of major surgery. Anyone 
who was not familiar with the elective points for 
amputations; the kind of flaps required; the 
names of, and the variety of fractures, with their 
possible deformities; the influence exerted by 
muscles by reason of their origin and insertion, 
and the best means for avoiding or correcting 
deformity, and who could not command and ap- 
ply these facts instantaneously was deemed un- 
worthy of confidence. 

In fractures, without means of verification, it 
was not strange that in many instances, having 
obtained satisfactory. cosmetic and perfect func- 
tional results, they were misled in their opinion 
that they had secured perfect coaptation of the 
fragments. This ignorance was an incentive to 
greater care, for they were convinced that it 
could be done, and should be done, and that de- 
fects were chargeable to obstacles insurmountable. 

These were the conditions existing at the time 
when the major surgery of the past became the 
jest of the present. The pendulum swung its 
limit. The surgical world stretched and yawned 
and, like Alexander, “sighed for new worlds to 
conquer.” For years they had bored and been 
bored, “ad libitum, ad nauseum,” by a reitera- 
tion of facts and theories which were common 
pcoperty. 

About this time Mr. Arbuthnot Lane of Lon- 
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don read his excellent paper at the Atlantic City 
meeting of the American Medical Association. 
In his opening remarks he said: “I was led to 
operate by the fact that in dissecting bodies I 
found the displaced fragments hardly ever united 
in anything approaching apposition,” and as a re- 
sult he had for years treated all fractures in which 
he could not secure coaptation without deform- 
ity by the open method. He displayed a number 
of excellent instruments and plates, the practical 
value of which had been proved by his experi- 
ence in this work, advocated immediate opera- 
tions, cautioned against touching the wound with 
anything but the sterilized instruments, and con- 
cluded by showing coaptation of fragments, per- 
fect union without infection and almost univer- 
sally satisfactory results. 

The points which appealed to all as being new, 
therefore worthy of adoption, were, first, that 
nearly all fractures were surgical, thus trans- 
ferring a large amount of work from territory 
classified as neutral to surgical; and, second, his 
refinement of technique, coupled with the most 
simple and practical means for reliable fixation. 
It seems strange that this paper should have oc- 
casioned such a furore in the surgical world. 
Much that he advocated had been known and 
used for years, and some of the things were rec- 
ognized as being ill advised. To illustrate: 
Lane’s dictum, “to operate immediately,” even 
though safe, guarded by his strict asepsis, does 
not meet with the endorsement of past experi- 
ence or that of our best authority today. Pack- 
ard in discussing ununited fractures treated by 
the open method, states: “And while it is ad- 
mitted that the condition brought about is not 
exactly that of a compound fracture, by reason 
of less traumatism, it is noted that previous 
pathologic conditions have established a toler- 
ance that does not exist in a healthy limb sud- 
denly subjected to violence.” 

Our Dr. J. B. Murphy, the highest authority 
on the surgery of the bones and joints, empha- 
sizes this point and states that “in all cases time 
should be given for blocking the lymphatics.” He 
also takes issue on the point of immediate wir- 
ing or plating of compound fractures, and states 
that “in more than thirty years’ experience the 
number that had healed in, in those put in pri- 
marily, could be counted on the fingers of one 
hand.” 
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The consensus of opinion among the best men 
of the present surgical age, no matter how fa- 
vorably circumstanced, is in consonance with this 
opinion. Are we ready to accept the dictum 
that all fractures should be plated? Even though 
our results today may not be equal to those of 
the past, are the results, plus the danger of pos- 
sible infection, so far superior to those which 
have been obtained, or can be obtained, by non- 
operative means worth the added danger? First, 
we must admit that operations do not guarantee 
perfect anatomic results. Second, even in the 
hands of the most expert there is the possible 
danger of wounding important vessels and 
nerves. In the main, the average non-operative 
results of the past are far more satisfactory than 
the operative results of today. 

Ask the leading operators: “Are you putting 
in Lane plates?” and the great majority will an- 
swer: “No, thank you. We are taking them 
out.” I-understand that in one of our large 
hospitals seven were removed in one day. If this 
is a fact, what was gained? Evidently, they 


failed in securing primary union, deformity was 
not obviated, and doubtless the degree of in- 
fection made considerable inroads upon the pa- 
' tient’s vitality and lengthened the period of 


convalescence. : 

Suppose we do have some deformity. Scud- 
der, quoting from Stimpson relative to this mat- 
ter, states: “Irregularities of outline are func- 
tionally and cosmetically unimportant in the 
great majority of cases in which proper non- 
operative treatment has been used; anatomic re- 
sults are ideal and theoretically desired; prac- 
tically, they are non-essential.” 

It is not within the province of this paper to 
assume treatment by the open method was not 
required in the past, or will not always exist. 
Crude as were the former methods resorted to 
in cases of non-union, surprisingly good results 
were obtained. Schede used wire needles in 
pseudo-arthroses with union in all cases. Pan- 
cost drilled the bones. Diffenbach used wire 
pegs. White of Manchester, in 1760, long before 
the age of anesthetics or antiseptics, resected in a 
number of cases with brilliant results. Horean 
used metallic wire to bind together the frag- 
ments in oblique fractures. Rodgers of New 
York passed wire through holes drilled in the 
ends of the bones. Plates of german silver with 
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screws securing them in position were also used. 
Hamilton, by engaging the end of one bone in 
the medullary canal of the other, met success, 
and we also find that the brilliant work of bone 
transplantation being done by Dr. Murphy was 
anticipated, when Nussbaum, in 1875, in the case 
of a fractured ulna with loss of substance, shifted 
a fragment of the upper to the lower, leaving its 
fibrous attachment intact. 

Admitting a reasonable increase in the num- 
ber of cases which may be properly classified as 
operative, we still must choose the means which 
we think the most simple and effective. Prac- 
tically we are confined to those perfected and 
used by Mr. Lane and those originated by Dr. 
Murphy. I believe each has its proper field. The 
fallacies charged against the Lane method are, 
injudicious selections, faulty technique and im- 
perfect asepsis. If these conditions are so pro- 
ductive of disappointment or failure in the hands 
of the average operator, to what extent will this 
increase or decrease when the intermedullary 
splint of Dr. Murphy becomes popular. Upon 
what basis must we conclude that a surgeon who 
is unable to safeguard one field from infection 
will be able to safeguard two, and will not the 
character of the material handled be an added 
danger ? 

Mr. Lane operates on his fractures, whether 
simple or compound, at the earliest practical 
moment. 

Dr. Murphy advocates a reasonable delay in 
simple fracture, and makes no effort toward me- 
chanical repair in those that are compound until 
they are completely healed. 

Here is a marked difference in opinion between 
two men of great experience, who are justly 
credited as being authority. Under these condi- 
tions, I think we may be pardoned if we claim 
the privilege of acting in this matter upon our 
judgment or experience, being so governed, we 
would judge there should be no contention as 
to the inadvisability of introducing foreign ma- 
terial of any kind into a compound fracture. 

In my own work I settled this matter years 
ago, I learned my lesson in the hard but effi- — 
vient school of experience. I could hardly be 
tempted to repeat my mistakes. Another vital 
point. 

I think all will agree that the impaired vitality 
of suppurating wounds is not improved by break- 
ing up the protecting exudate or opening up 
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blocked lymph channels, and if the introduction 
of a foreign body into a wound of this nature 
is conducive to fibrous, cartilaginous or, osteoblas- 
tic formation it is in opposition to the experience 
of practical observers. 

Bartlett, in a late article, asserts that the plat- 
ing of fractures in an infected field is an “ill 
founded bugaboo,” and cites a few cases in which 
union occurred some three or four months after 
plating. His argument in favor of this procedure 
is stronger against it. He states, “plates are 
used with the proviso that they are to be removed 
later ; systemic infection is to be guarded against.” 
He found that in no instance were the plates and 
screws in direct contact with the bone, being sep- 
arated by granulation or fibrous connective tis- 
sue. In short, union resulted not on account of 
his plating but in spite of it. 

The average man working under ordinary con- 
ditions is more interested in the means for im- 
proving his own work than he is in merely ex- 
ploiting the fallacies of the new gospel. Fortu- 
nately the means employed by the advocates of 
the open method of treatment may be appropri- 
ated by, those who follow the closed method with 
surprising improvement of our present. results. 

First, their work is done under the most fa- 


vorable conditions in their own work shops. While 
we may not always be able to preempt this part of 
their methods, we can at least improve on what 


we have heretofore held sufficient. Strict asepsis 
in compound fracture is not always possible. Ac- 
cidental infection, fortunately, is mostly super- 
ficial and does not prevent primary healing. More 
to be feared is elective infection of the deeper 
recesss incident to exploration by finger or probe. 
This aborts primary healing in every case. 

Full anesthesia is demanded in the open 
method. If we would be impressed by the fact 
that anesthesia is a necessity and not a conven- 
ience in the treatment of most fractures, and 
that it must be carried to a point where complcte 
muscular relaxation results, there would be less 
complaint about deformities. 

For success by the open method a retinue of 
trained assistants are required. Except in our 
more populous cities or where hospital facilities 
are at our command, this desirable adjunct must 
be dispensed with. Doubtless we might be criti- 
eised for our failure to avail ourselves of the 
limited aid which we often could command. Pos- 
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sibly the popular impression that any fool doctor 
can set a fracture is not without its effect, and 
influences us in our work more than we care to 
admit, preventing requests for assistance for fear 
it might be construed as an admission of our lack 
of knowledge and skill. 

Formerly the traction used, if used at all, was 
represented by the strength of a muscular assist- 
ant. In the treatment of fractures of the femur, 
even by the open method, Mr. Lane has taught 
us that no amount of traction which can be ex- 
erted will overcome the overriding of the frag- 
ments of a spiral fracture, and that only after 
freeing the ends of interposed muscles and fascia 
and relieving the restraining bands of fibrous tis- 
sue, aided by proper leverage, can the fragments 
he properly adjusted. While this is true in re- 
spect to spiral fractures of the femur, and applies 
to those cases of transverse fracture when the 
limb is large and muscular, yet there is a re- 
spectable number of cases occurring in children, 
elderly people and those of scant muscular de- 
velopment, when traction aided by manipulation 
is effective. However, no matter how satisfac- 
torily one may reduce a fracture of the femur 
there is no guarantee that the displacement will 
not again recur. It is almost impossible to in- 
sure fixation or relieve the break of strain inci- 
dent to muscular action or changing position of 
the injured member without supplementary 
means of support in addition to those heretofore 
used. As a consequence, it is in this class of 
fractures, even though they nearly all unite in 
due course with good functional results, that the 
Lane plate finds its greatest field of usefulness, 
if we desire to escape shortening and further 
safeguard angulation. 

In a recent communication from a defense 
company, they state that of the malpractice suits 
entered, fractures of the femur rank first, Colles’ 
fracture second and fractures of the tibia and 
fibula third. While we always prepare our pa- 
tients for possible bad results in Colles’ fracture, 
which is one of the fractures that should cause 
least deformity and which is most easily con- 
trolled, we are altogether too optimistic in frac- 
ture of the long bones. The patient, not know- 
ing that overriding is the rule, is shocked upon 
viewing an x-ray plate showing this result and is 
prone to take legal action upon the supposed 
ground of neglect. 
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We are entering upon a new era in our treat- 
ment of fractures. All recognize the splendid 
results obtained by both Dr. Murphy and Mr. 
Lane, each by their selected method; all aspire 
to obtain equally satisfactory results, but we shall 
find few who possess their opportunities and 
fewer stil] in whom is combined their mechanical 
skill plus their surgical and scientific knowledge. 
Until this fact is recognized we shall have many 
of the disappointments and humiliations which 
was the penalty of inexperience in the early years 
of abdominal surgery. . 

In the meantime, yielding none of the well 
earned victories in other departments of our 
work, let us go back to the past, appropriate 
their attitude of conscientious care devoted to 
each case, study its particular needs, and strive 
to master the fundamentals, uniting the basic 
virtues of the past with the splendid opportuni- 
ties of the present: doing thus, may we not hope 
to attain results so satisfactory that operative 
needs wil] be reduced to a negligible quantity, re- 
membering that it does not avail the average 
case, that some one possesses exceptional skill, for 
the averge man is dependent upon the skill and 
knowledge of the average surgeon. 





RELATION OF AND THE LESIONS PRO- 
DUCED BY VARIOUS FORMS OF 
STREPTOCOCCI WITH SPE- 

CIAL REFERENCE TO 
ARTHRITIS* 

(ABSTRACT) 

E. C. Rosenow, M.D. 

CHICAGO, ILL. 


About a year ago I became interested in the 
question of the transmutation of pneumococci 
and streptococci, and other examples of the strep- 


tococcus group. It had been known previously, 
especially from the work of Davis, Buerger, Cole 
and others, that certain streptococci may take on 
cultura] features and other properties quite dif- 
ferent from those they had when first isolated, 
and I have previously shown that the organism 
from that form of endocarditis known as chronic 
septic endocarditis, the streptococcus viridans, 
can by animal] passage be converted into pneumo- 
cocci. It is generally considered that the strep- 
tococcus viridans is an intermediate organism be- 
tween pneumococcus, on the one hand, and hemo- 


*Read before the Chicago Medical Society, Nov. 18, 1918. 


E. C. ROSENOW 11 


lytic streptococcus, on the other. I felt that we 
should know whether a typical pneumococcus, for 
instance, could be converted into typical strepto- 
coccus, and this has been done completely. The 
transformation is so complete that I have no 
hesitancy in saying that if bacteriologists can dif- 
ferentiate a typical pneumococcus from a typical 
hemolytic streptococcus, then it is possible to 
transform one into the other. The pneumococci 
formed from streptococci have capsules, are in- 
distinguishable from the former in morphol- 
ogy, correspond to all the differential tests 
known, have a pathogenicity more or less char- 
acteristic of pneumococci, producing hemorrhages 
in lungs and exudative pneumonia during a cer- 
tain range in virulence and pneumococcemia 
when still more virulent, are agglutinated specific- 
ally by antipneumococcus sera and give rise to 
the formation of antibodies specific for pneumo- 
cocci. Hemolytic streptococci formed from pneu- 
mococci behave exactly as do streptococci from 
the usual sources. During the transition of 
pneumococci into streptococci and vice versa 
there are intermediate forms which correspond 
to those strains of which streptococcus viridans 
is the most typical example and to the streptococci 
from rheumatism.* 

I propose tonight to throw on the screen just 
a few photomicrographs of the various organisms 
of this group transformed one into the other, and 
at the same time to show you the various more or 
less characteristic lesions produced by them ex- 
perimentally. 

Owing largely to the work of Davis and Bill- 
ings, Koch, Cole, Meakins and others, we know 
that hemolytic streptococci have a marked affinity 
for the joints of animals and man. ; 

Here is a typical hemolytic streptococcus, iso- 
lated originally from the tonsils in a case of 
scarlet fever, about two and one-half years ago. 
When injected into animals, it showed a marked 
affinity for the joints of animals, producing arth- 
ritis repeatedly. 

The following four photomicrographs (bor- 
rowed from Dr. Jackson’s and Davis’ collection), 
show the presence of and the type of lesions pro- 
duced by intravenous injection of hemolytic strep- 
tococci. 

Five days after intravenous injection the strep- 
tococei are found free in the joint exudate in 


*The paper giving the details of this work will appear in a 
forthcoming number of the Journal of Infectious Diseases. 
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large numbers, in the small blood vessels about 
the joint surrounded by round cell infiltration 
and in the adjacent tiseues, while later.they may 
be absent or hard to find and there are present 
exostoses, atrophy and necrosis of cartilage and 
granulation tissue. 

Here is a photomicrograph of the streptococcus, 
just shown, as a streptococcus viridans. Instead 
of having the rather single coccoid forms in the 
relatively short chains we have distinctly elon- 
gated, small and large diplococci, long chains and 
clumps. This hemolytic streptococcus was con- 
verted into streptococcus viridans by growing it 
in symbiosis with bacilus subtilis on the surface 
cf blood agar plates. When it had acquired the 
morphology and the cultural features of the usual 
streptococcus viridans it lost the affinity for the 
joints and acquired a marked affinity for the heart 
valves producing hemorrhages in the heart valves 
and endocarditis repeatedly without arthritis. 

The affinity for the heart valves of streptococ- 
cus viridans and for the joints of hemolytic strep- 
tococci was shown strikingly in a series of ex- 
periments some time ago in which mixed cultures 
of these and mass cultures from tonsils were in- 
jected. The endocarditis which developed was 


proven to be due to the former and the arthritis 


due to the latter in the same animal. 

Here is the same organism transformed into a 
typical, lanceolate, encapsulated, highly virulent 
pneumococcus producing now neither endocarditis 
nor arthritis but a rapidly fatal pneumococemia 
instead. 

After I transformed hemolytic streptococci, 
streptococcus viridans and pneumococcus one into 
the other, I felt that if there is such a thing as a 
“streptococcus rheumaticus,” we must find it if 
possible and determine its relation to the other 
members of the streptococcus group. By the use 
of shake cultures in test tubes containing a large 
amount (approximately 12 c.c.) of ascites-dex- 
trose agar, thus affording a wide range of oxygen 
pressure, I have been able to isolate the organisms 
corresponding closely to those described by Poyn- 
ton and Paine and others, from the joint exu- 
date in 14 out of 16 cases of acute rheumatic 
fever. The negative results were obtained in two 
casee which were convalescing at the time the 
cultures were madé. By a similar technique the 
organism was isolated from the blood in four out 
of seven cases and in two cases from the stools. 
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The strain shown here was isolated from the joint 
in a case of articular rheumatism without muscle 
involvement. This strain together with others 
formed as you see very long chains and clumps in 
broth, produced relatively non-adherent large 
moist colonies surrounded by a zone of green on 
blood agar plates and when injected into animals 
reproduced the picture of rheumatic fever very 
closely indeed, producing transient non-suppura- 
tive arthritis, the exudate showing few or no or- 
ganisms, and a subendothelial nodular endocar- 
ditis in the same animal repeatedly, together with 
pericarditis in a number of animals. Ulcerative 
appendicitis, iritis and conjunctivitis occurred 
not infrequently after intravenous injection of 
these strains. 

The type of organisms isolated from the joints 
vnd in one case from the muscle in cases of rheu- 
matic fever where there was definite involvement 
of muscles is illustrated in this photomicrograph. 
These strains consist of diplococci and _ short 
chains and produce from the beginning a slight 
hazy and indefinite hemolysis. When these strains 
together with other strains of streptococci which 
are made to resemble these, are injected into 
animals they produce an embolic non-suppurative 
myositis involving chiefly the flat muscles and 
more tendinous portion of the muscles of the ex- 
tremities, a severe myocarditis involving chiefly 
the right ventricle, and arthritis and endocarditis 
similar to the strains from the cases in which the 
muscles were not involved. 
posed that the lesions in the muscles are acci- 
dental. They occur only at a certain grade of 
virulence and at this point the affinity for the 
muscles is so marked that the number of lesions 
obtained is in proportion to the size of the dose 
injected. After one or two animal passages it is 
xgain completely lost and it is now impossible 
again to produce the muscle lesions. 

A third type, not illustrated here, resembles 
those described as “micrococcus rheumaticus.” 
They were obtained from cases without muscle 
involvement, produced small grayish colonies 
without a green or hemolytic zone, and simple 
endocarditis and arthritis without myositis and 
myocarditis when injected intravenously in ani- 
mals. 

The endocarditis following injections of the 
strains from rheumatism has been proven to be 
embolic in origin just as streptococcus viridans 


lt must not be sup- 
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endocarditis but instead of producing large vege- 
. tations there appeared small nodules which re- 
mained subendothelial and which showed a 
marked tendency towards healing, thus simulat- 
ing the endocarditis of rheumatism in man. 

The three types of organisms from rheumatism 
have been converted one into the other; all the 
strains have lost the more or less characteristics 
pathogenic and cultural properties. The firet 
group now resemble streptococcus viridans pro- 
ducing vegetative endocarditis without arthritis, 
the second hemolytic streptococci producing ar- 
thritis without endocarditis. 

I will now illustrate some of the lesions of the 
muscles. This is the external and internal ob- 
lique of a rabbit injected forty-eight hours pre- 
viously by the organism which I have just shown 
vou, from a case of muscular rheumatism. 

This is a cross-section of one of the white areas 
you have just seen, showing degeneration of 
muscle fibers together with round cell and leuko- 
eytic infiltration. 


This is a longitudinal section of the muscle © 


of a dog, showing a lesion two weeks after in- 
jection. 

And here is a section of the involved biceps re- 
moved from a man at the height of an attack of 
“muscular” rheumatism, which occurred as the 
joint symptoms subsided. He had severe musci- 
lar pains al! over the body, and distinct localiza- 
tions in various muscles, especially in the inter- 
costals, the occipito-frontalis, and the muscles 
of the shoulders. The section shows marked de- 
generation of muscle fibers, hemorrhage and 
round cel] infiltration. It is from this lesion and 
the one in the supinator longus from which the 
organism was isolated, the lesion reproduced in 
animals, and from which it was again recovered.* 

Here is one of the strains from rheumatism 
transformed into an encapsulated pneumococcus. 

Owing to the kindness of Dr. Cole I have been 
able to subject this idea of the transmutation of 
various streptococci to a supreme test. He was 
kind enough to send me his pneumococcus strains 
1 and 2, and antipneumococcus sera 1 and 2. He 
and Dochez classify pneumococci into four classes, 
by their agglutination and protective reactions. 
Here is his etrain No. 1, a strain isolated about 
eight years ago by Neufeld. It has been kept viru- 
lent ever since, and has always remained a typical 


ar in a forth- 
iseases. 


“The details of these experiments are to ap 
coming number of the Journal of Infectious 
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pneumococcus. Cole has described it as a pneu- 
mococcus with fixed properties, even retaining a 
definite standard of virulence for months on ordi- 
nary media. 

By appropriate means I have been able to con- 
vert both of these strains into hemolytic strep- 
tococci, no longer being agglutinated by the anti- 
pneumococcus sera. Strain 1 is shown here as a 
streptococcus, note the chains and absence of 
capsules; and when injected into animals both 
are found to have lost a large part of their viru- 
lence and instead of producing death by pneumo- 
coecemia both produced arthritis in rabbits and 
in one instance cholecystitis. 

In the following pictures is shown an affinity 
of streptococci for the mucous membrane of the 
stomach and duodenum in rabbits, dogs and mon- 
key, which while not so striking as that for the 
muscles is nevertheless definite and which is 
shown usually at a grade of virulence a little 
higher than when the affinity for the muscles is 
greatest. It is seen that the ulcers are deep and 
infiltrated. Three of the dogs died from hemor- 
rhage, two and four weeks after a single intrave- 
nous injection of streptococci. Sections as you see 
here prove the presence of streptococci in the 
depths of the ulcers as early as 24 hours and as 
late as one month after injection. 

Owing to the fact that the grade of virulence 
is such so as not to give the picture of a gen- 
eralized infection, that the type and localization 
of the ulcer is strikingly like the ulcer of the 
stomach in man, together with certain clinical 
observations suggest strongly that this may be a 
cause of ulcer of the stomach in man. 

Owing to the co-operation of Drs. Mayo, Bevan 
and Ochsner, I have been able, in conjunction 
with Dr. Sanford, to study the bacterial flora of 
four chronic indurated (duodenal and gastric) 
ulcers together with regional lymph glande in one. 
The number of kinds of organisms are very few, 
staphylococci being the predominant organism. 
In two, however, we obtained streptococci and one 
of these strains showed an affinity for the stomach 
mucous membrane of rabbits and one dog which 
was very striking. The results are suggestive and 
we hope will give us and others the co-operation 
of surgeons, who are in a position to supply the 
material for cultures. 

At about the grade of virulence when strepto- 
cocci show the affinity for muscles and stomach 
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mucous membrane they show an affinity for the 
gall-bladder, having produced cholecystitis re- 
peatedly associated with beginning formation of 
gall-stones in three instances and in many in- 
stances the picture of an “ascending” pyeloneph- 
ritis in both dogs and rabbits. 





CLINICAL ASPECT AND MEDICAL 
MANAGEMENT OF ARTHRITIS 
DEFORMANS.* 

Frank Brituines, M.D. 

CHICAGO, ILL. 

Chronic arthritis with deformity, in America 
usually termed arthritis deformans and in Eng- 
land rheumatoid arthritis, is, in my opinion, 

primarily of infectious origin. 

In other articles‘ upon this subject a descrip- 
tion of the source of the infection, usually focal, 
the experimental work done upon patients and 
animals, the clinical course of the disease, the 
method of management and treatment and the 


results thereof have been fully set forth. I think 


the experifnental work done upon animals and 
men proves the infectious nature of the disease. 
Usually the infectious microorganism is a strepto- 
coccus. The work of Rosenow shows that the 
streptococcus may change its cultural and patho- 
logic characteristics by varying the culture media, 
the oxygen tension, etc., and by serial animal in- 
oculation. The occurrence of chronic infectious 
endocarditis, due to the Streptococcus viridans, 
of acute arthritis rheumatica (Payne and Poyn- 
ton), of chronic arthritis due to another strain 
of streptococcus, of myocitis, acute and chronic, 
due to still another strain of streptococcus, all 
of them modified from strains of streptococci by 
varying culture methods which seems to show 
that the mutation of these strains may occur at 
the point of focal infection in the tissues. Vary- 
ing degrees of oxygen tension in the tissues in- 
volved, possible biochemic processes going on in 
the tissues enclosing the focus and other un- 
known causes may bring about this mutation. 
It is, therefore, rational to believe that in differ- 
ent individuals the streptococcus growing in the 
focus may produce, in one person endocarditis, 

*Read before the Chicago Medical Society, Nov. 12, 1918. 

1Billings, Frank: ronic Focal Infections and Their 
Etiologic Relations to Arthritis. Arch. Int. Med., April, 1912, 
. Bintin , Frank: Chronic Focal Infections as a Causative 


Factor in Chronic Arthritis. The Journal, A. M. A., Sept. 
18, 1918, p. 819. 
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in another acute arthritis (acute rheumatism), 


in another myositis with or without chronic de- . 


forming arthritis, etc., etc. 

’ I think confusion has arisen from the attempt 
to anatomically classify deforming joint disease. 
In the same patient one may find varying ana- 
tomical changes—periarthritis, synovitis, osteo- 
arthritis and panarthritis. In other words, vary- 
ing degrees of involvement of the joint struc- 
tures dependent upon the source of the blood cir- 
culation of the joint, apparently also to the re- 
sistance of the tissues to the infectious agent, 
and: finally to the degree of virulence of the mi- 
croorganism invading the tissues of the joint. 
The blood circulation of the joint structures con- 
sists of three separate systems—that to the peri- 
articular structures, that to the synovial mem- 
brane and its reduplications, and, third, that to 
the medulla of the bones composing the joints. 
‘This explains the varieties of anatomical changes 
which occur in any form of chronic arthritis, 
i. e., periarthritis, synovitis, osteoarthritis and 
panarthritis. The degree of anatomical change, 
in the one case the so-called hypertrophic or pro- 
liferative, in another atrophic or degenerative, 
depends, probably, in part to the degree of viru- 
lence of the infectious micoorganism and in part 
to secondary metabolic processes, the cause of 
which we do not know. Practically all patients 
with deforming arthritis suffer from a chronic 
myositis with interstitial overgrowth and conse- 
quent contractions, one of the causes of deform- 
ity. Heretofore this muscular contraction has 
been thought to be due to nervous influence or 
to occur as a secondary event in chronic arthritis, 
due chiefly to the posture of the limbs involun- 
tarily assumed by the patient to relieve the pain 
in the joints. This is true in some instances, 
but in arthritis deformans the shortening occurs 
in muscles where nearby joints are not involved. 
Frequently the masseter muscles are shortened 
without involvement of the temporo-maxillary 
joint. The biceps humeri may be so contracted as 
to prevent normal extension of the forearm with 
no involvement of the elbow joint. Similar con- 
ditions may be present in the erector spinae, the 
anterior tibia] and other muscle groups. Finally, 
‘histological examination of bits of excised muscle 
shows a chronic interstitia myositis. Cultures 
made of sections of the muscle and of neighbor- 
ing lymph glands yield in many instances micro- 
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crganisms of coccal forms. It is our opinion 
that these microorganisms are the cause of the 
myositis and will prove, probably, to be mutation 
forms of the streptococcus organisms found in 
the tissues of the joints and nodes of arthritis 
ceformans. 

In addition to the primary infectious involve- 
ment of the joints and muscles in arthritis de- 
formans, there is unquestionably an associated, 
probably secondary, metabolism which intensifies 
the anatomical joint changes and is further mani- 
fested by a general debility, with nervous irrita- 
bility, frequently secondary anemia, loss of 
weight, disturbed digestion, etc., etc. In part, 
the poor general nutrition is due to the protracted 
illness with mismanagement, deprivations of pro- 
teids, etc., in the diet, lessening of the general 
strength by hot baths, and by too much irrational 
medication. 

But in addition to this, there are metabolic 
changes in bones, cartilage and other joint struc- 
tures which we do not understand. The 


best example is the “poker spine” of spondylitis 
deformans, in which the bony overgrowth has 
been compared with the melted tallow which 
flows down and hardens on the guttering candle. 


One finds the bones of the carpus and of the 
tarsus fused into one bony mass. Possibly bio- 
chemical study may explain this curious met- 
abolic pathology. 

Therefore, I would consider arthritis deform- 
ans as a clinical entity. This is based upon the 
established proposition of the existence of a 
chronic focus infection, due to a streptococcus 
which is usually located in the faucial tonsils, 
or in the antra of the head, or in the jaw re- 
lated to the dental alveoli, or more rarely in the 
gall bladder, appendix vermiformis, prostate gland 
or elsewhere. The streptococci, isolated from the 
infectious focus, is susceptible of mutation in 
cultural characteristics and in pathologic effects. 
The morbid joints presenting varying degrees 
of involvement of the structures composing the 
articulation and anatomical changes usually 
classified as hypertrophic or proliferative, atro- 
phic or degenerative, which seem to be ex- 
pressions of intensity of the infection, plus the 
1netabolic processes not understood. Finally, an 
associated chronic myositis, apparently due to a 
type of streptococcus that has an affinity for the 
muscles. 
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I think this clinical entity due to the strepto- 
coccus may be differentiated from other infec- 
tions and chronic arthritis, if one keeps in mind 
the characteristics mentioned. Gonorrheal arth- 
ritis, and especially spondylitis, due to the gono- 
coceus, may be difficult to separate from arthritis 
deformans. However, the gonococcal focus may 
be located in the urinary tract, the prostate, or 
more frequently in the seminal vesicles, and with 
the anaphylactic skin test will help to settle the 
character of the joint infection. Probably the 
Neisserian organism does not cause myositis. 
Tuberculosis, gout and neuroarthropathy are not 
to be confused with this more generalized disease. 

The chronic joint diseases with deformity 
which involve the small joints*of the feet, and 
more expressly the hands of people past the me- 
ridian of life, are usually due to trauma (work) 
and metabolic changes, due to malnutrition. 
Blood circulation in the phalanges becomes rela- 
lively poor with advancing years. Bony over- 
growth or rarification may occur with resulting 
nodes (Heberden) and deformity. 

Infection of the type of arthritis deformans 
may be added to this senile type of deformity if 
an infectious focal cause is present. 


TREATMENT AND MANAGEMENT. 


The first step.in the treatment is the thorough 
investigation of each patient. The first general 
overhauling of the patient usually will disclose 
the fact that the disease is arthritis deformans 
as compared with senile metabolic joint deformity 
or gonorrheal arthritis, or if monarticular, tu- 
berculous arthritis. If there is doubt as to the 
diagnosis at first, the attempt is made to find the 
gonococcus situated, focally, in the urinary tract 
or genital organs, or tests for the presence of 
tuberculosis may be made. If this is settled in 
a general way, and the diagnosis of arthritis de- 
formans is made, an attempt is instituted to find 
the probable focus of infection. Here a word 
of caution is necessary. While I believe that 
ihe faucial tonsil is more frequently the seat of 
the focal infection than any other point of the 
body, sti!l a thorough examination must be made 
of the sinuses of the head, of the teeth and jaws, 
of the pelvic organs in both male and female, and 
a searching inquiry and examination made as to 
the possible presence of a chronic focus of infec- 
tion in the gall bladder or appendix vermiformis, 
and in the event of a gastrointestinal disorder, 
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and especially with stasis of the intestinal con- 
tents, a study of the feces as to the intestinal 
flora must be made. If the patient has suffered 
from frequent attacks of tonsilitis, if the tonsils 
show infected crypts, even though the organs may 
be small, they should be removed. The most in- 
nocent appearing tonsil may contain within it 
‘an abscess. The point is not to limit the inves- 
tigation to the tonsil, but to search for a possible 
focus of infection elsewhere. If no focus is found 
elsewhere, it is my opinion the tonsils should be 
removed, even though the history is negative of 
attacks of tonsil disease and the patient presents 
no sign of infection. 

Histological study must be made of the tissues 
removed and cultures made with proper technic 
of the tissues to obtain the dominant infectious 
organism, and this must be studied in regard to 
its specific relations to the blood of the patient 
both before and after vaccinations with the au- 
togenous vaccine. 

We usually employ in the vaccine, practically 
always autogenous, a mixture of the dominant 
streptococcal strains found in the culture. 

Following the removal of the apparent cause, 
the patient is given a management based upon 
the individual peculiarities, and always with an 
attempt to improve the personal hygiene, the 
general nutrition and the nervous balance of the 
patient by good food of a mixed character, good 
air, both night and day, a maximum of sunshine, 
a hopeful environment, and when the conditions 
indicate it, first passive, then later, active exer- 
cise carried on in a graduated way. 

The aid of orthopedic and general surgeons is 
frequently necessary to correct deformities due to 
contracted muscles and to apply proper tempo- 
rary corsets for the spine and braces for the ex- 
tremities. 

This hygienic management does more than any 
other one thing to improve the immunity of the 
patient and to overcome the metabolic destructive 
process and degeneration going on in the muscles 
and joints. 

Finally, immunity is still further established 
by the judicious use of the autogenous vaccines, 
repeated every five to seven days, in dose vary- 
ing from fifty millions to two hundred millions. 
At one time we used larger doses of the vaccine, 
but experience seems to shows that the smaller 
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dose gives quite as good results without the dis- 
advantage of the excessively large dose. 

With the use of the autogenous vaccines the 
immunity of the patient, as indicated by the op- 
sonic and phagocytic indexes, is materially im- 
proved. Within twenty-four hours after the vac- 
cine is given some patients complain of muscular 
soreness and of aching in the joints. This phe- 
nomenon is not universal and it usually dimin- 
ishes as the vaccinations are continued. After 
the patient has had the vaccinations for a con- 
siderable period, many express a more comforta- 
ble feeling the day following the vaccination. 
Many of the patients who come to the clinic have 
received treatment by means of the stock vaccines 
from their home physicians, and in the last two 
years many have received treatment with phylaco- 
cen. I have yet to see one patient who has re- 
ceived stock vaccines or phylacogen, who suffers 
from arthritis deformans who has been improved 
by the treatment. 

This is probably due first to the fact that the 
focal cause has not been searched for or removed, 
and consequently with the source of the infection 
constant one would not expect good results from 
vaccines or filtrates of cultures of bacteria while 
the cause of the disease is still active. 

Again it would seem rational to base the use _ 
of the vaccines upon the character of the in- 
fective agent and without, therefore, making a 
hacterial diagnosis it would seem irrational to 
vse a vaccine of any organism based upon a guess 
of the character of the infectious organism in 
the focus of infection and in the joints, mus- 
cles, ete. 

As stated above, I consider the use of the vac- 
cines as the least important of all the measures 
of treatment, but believe that with the cause re- 
moved, and with the proper hygienic manage- 
ment of each patient, that autogenous vaccines 
especially may be helpful in the improvement of 
the patient. 

For nearly two years we also used a polyvalent 
streptococcus horse serum prepared by our own 
group of workers. Two horses were immunized 
with approximately thirty strains of streptococci 
cbtained from foci of infection of the patients 
in the clinic. This serum, concentrated and re- 
fined, was heated-and used in the treatment of 
about twenty-five patients. It seemed to improve 
the defensive powers of the patient, but at the 
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same time there developed, after two or three 
treatments, the phenomena of anaphylaxis, and 
in three patients this was so severe as to be alarm- 
ing. Consequently we have ceased to use the 
serum. ' 

In the study we have made of arthritis de- 
formans we have taken the patients as they have 
come to us, and among these have been many 
with the disease of such long standing that there 
have been irreparable changes in joints and such 
atrophy of muscles from myositis and from dis- 
use that recovery was not to be thought of. These 
patients we have studied, have managed in the 
method named above. As a result I believe that 
the progress of the disease may be checked, even 
in the advanced cases, and with many of them 
improvement may occur which makes a miserable 
existence far less uncomfortable. A study of 
these advanced cases apparently discloses the fact 
that vicious metabolic changes seem to continue 
in some of the advanced joint conditions, even 
though there be a general improvement of the 
health of the patient with coincident improve- 
ment of nutrition, nerve tone, ete. 

In all patients who suffer from the least ex- 
tensive disease of the infection, that is, those with 
periarthritis, always with more or less myositis, 
entire recovery may be brought about by the 
methods of treatment and management men- 
tioned. ; 

One may say also the same of those patients 
who suffer from synovitis, although here the 
much-thickened synovial sacs and capsules of 
the joints require a good deal of time for ana- 
tomical restoration. 

Even in the beginning, types of osteoarthritis 
improvement of astanishing character will occur 
with functional recovery. 

The changes which occur in the muscles inci- 
dent to the chronic myositis present conditions 
which are more difficult to overcome than almost 
any other feature of the disease, because this 
requires a relatively long period of time. With 
the use of the autogenous vaccines obtained from 
the muscles, better results are promised, but the 
main thing necessary in the treatment of the 
muscular involvement is exercise, passive, and 
finally active. Inasmuch as these patients suffer 
from an unbalanced nervous apparatus, they feel 
tire as an ache or as a pain. Consequently all 
exercise must be limited in the beginning, even 
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massage, and the active exercise which may later 
be taken must be supervised and graduated. The 
patient must have a guide, otherwise the discom- 
forts of tire will discourage and they will lapse 
into a passive state without improvement. Some 
of the greatly contracted muscles must be 
stretched under gas anesthesia as a method of 
saving time. 
CONCLUSIONS. 

First. That arthritis deformans is an infectious 
entity. There is a varying degree of joint in- 
volvement, sometimes proliferative or hyper- 
trophic, sometimes degenerative or atrophic. In 
practically all patients there is a chronic myositis, 
sometimes quite generalized. 

Second. Practically always there is a general 
debility with malnutrition and probably a sec- 
ondary faulty metabolism. 

Third. The focal infection which may give 
rise to arthritis deformans is usually located in 
the head, but may be located anywhere in the 
body. 

Fourth. The treatment and management must 
comprise (a) the removal of the cause, (b) im- 
provement of the general condition of the patient 
und the resistance to the infectious organism by 
a personal hygiene, including good food, pure 
air, sunshine, rational calisthenics, graduated ex- 
ercise, a cheerful environment, and (c) by au- 
togenous vaccination. 

Five. The treatment and management of such 
patients should be carried on in a hospital where 
team work of the staff may be used in the in- 
vestigation of the cauge, the removal of the same 
and subsequent management and treatment, both 
medical and surgical, may be carried out. 

122 SOUTH MICHIGAN BLVD. 
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Prof. of Physical Diagnosis, Northwestern University 
Medical School; Senior Attending Physician 
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CHICAGO. 


First, I will mention the blood supply of this 
region, because it has something to do with the 
distribution of the lesions. The inferior mesen- 


*Read before the Chicago Medical Society, Nov. 18, 1918. 
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teric artery, you will remember, is the supply of 
the appendix, but the region of the pylorus is 
supplied by the hepatic primarily, and that 
branch known as the superior pancreatico-duo- 
denal. This one artery supplies both the gastric 
side and the duodenal side of the pylorus. It 
supplies that part of the duodenum which hangs 
from the gastro-hepatic omentum, or, rather, 
which is supported by the hepatico-duodenal lig- 
ament. This one artery supplies, then, that por- 
tion of the stomach and duodenum which is the 
site of ulcer, and it is not at all unlikely that, 
in accordance with the embolic theory of gastric 
ulcer, the emboli may enter on either side of the 
pyloric line, or in it; true, they may pass into the 
pyloric branch of the hepatic, but it is more likely, 
since the pathway of infection is more straight 
through the gastro-duodenal, that they pass 
straight down that pathway in somewhat the same 
manner as emboli pass up, as a rule, to the left 
side of the brain through the common carotid 
artery from the summit of the arch of the aorta 
in ordinary cases of cerebral embolism. 

The lymphatic supply of this region also merits 
attention. The appendix has coming from it two 
sets of lymphatic vessels, or we might say three. 
There are in all mucous membranes, so far as I 
know, two sets of main lymphatics. These have 
not been described until more or less recently, or, 
rather they have been described by those who have 
paid special attention to them, but they have not 
appeared in our text-books until more recently. 
One set of these lymphatics, and a very important 
and somewhat disregarded+one, is that which runs 
in the mucous membrane itself, and it is so near 
to the surface of the mucous membrane that it for 
a long time escaped attention. The next set is that 
which runs in the muscularis mucose; and then 
outside of that, beneath the peritoneum, is an- 
other subserous set of lymphatics. These three sets 
are more or less distinct from one another. That 
in the mucous membrane communicates fairly 
freely with that which lies in the muscularis, 
and the two communicate again with that which 
lies beneath in the subserous tissue. We, there- 
fore, have coming from the appendix a set of 
lymphatics which may ascend the cecum and then 
up the colon in this mucous layer of lymphatics, 
or we may have the lymphatic current passing 
along the subserous surface, up along the colon, 
and giving rise to certain cases of inflammation 
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and peritonitis—localized,—and sweeping up 
along the cecum towards the ascending colon and 
producing numerous adhesions. 

In the region of the duodenum, pylorus and 
stomach there is the same set of lymphatics. The 
mucous lymphatics are directly continuous 
through the pylorus, so that the gastric mucous 
lymphatics, the pyloric mucous lymphatics and 
the duodenal mucous lymphatics form one sys- 
tem. Then there is a similar system in the mus- 
cularis, and another system in the subserous 
coats. These all make their way into nodes, which 
pass up first along the gastro-duodenal artery, 
and then to the hepatic, and from there to the 
transverse fissure of the liver; hence infection is 
apt to localize at the-entrance of the portal vein, 
as we all know, especially in case of specific in- 
fection, where a very marked contraction of Glis- 
son’s capsule sometimes takes place, with com- 
plete portal obstruction. We, therefore, would 
expect to find in these disturbances of the duo- 
denum, pancreas, pylorus and stomach, lines of 
subserous peritonitis extending up in a general 
direction toward the liver; and it is easy to un- 
derstand why, in these instances, we find so 
many different sorts of adhesions, but the adhe- 
sions in general all obey the same law, that is to 
say, the adhesions sweep along the current of 
lymphatic drainage. 

There is one fundamental] lymphatic law which 
can be clung to through thick and thin, and that 
is that infection follows the lymphatics, not into 
organs, but from organs towards other struc- 
tures; and the lymphatics coming out from the 
pancreas, the peripancreatic, periduodenal and 
peripyloric, have their ending in the transverse 
fissure of the liver, and are responsible for so 
many of those cases of adhesions which seem to 
be characteristic of pyloric duodenal and gastric 
ulcer. 

Another important fact.is that in all tubular 
structures, that is, in all ducts in the body lead- 
ing from glands, a set of lymphatics is to be 
found in the lining mucous membrane and these 
lymphatics always lead in a direction the exact op- 
posite of that taken by the flow of the secretion. 
You find them in the urethra running up into 
the bladder; then from the bladder up the ureter 
to the kidney. You find the same lymphatic chan- 
nels running up the ductus choledochus, the 
hepatic duct and then up to the liver, and the 
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lymphatics from the gall-bladder running along 
the cystic duct towards the common duct. Of 
course, then, it is possible to see that infection 
may be carried along this lymphatic system, in 
the direction of this lymphatic flow. 

As to the mutual relations of these various 
lesions of the stomach, pylorus duodenum, appen- 
dix and gall-bladder, any surgeon knows that they 
are very frequently related. For example, if 
ulcers of the stomach or duodenum are operated 
on, very frequently foci of infection are found in 
the appendix and gall-bladder, and very fre- 
quently in the pancreas. If, on the other hand, 
you operate on the gall-bladder primarily, it is 
often true that you find, as a secondary finding, 
perhaps, an unsuspected gastric ulcer at the site 
of the pylorus or duodenum, and not infrequently 
you find a diseased appendix. Ochsner reported 
that in 35 per cent. of his gall-bladder cases he 
has found an infected appendix. Kehr, in Ger- 
many, has removed the appendix in a large num- 
ber of his gall-bladder cases. If you remove the 
appendix only and do not cure the patient, what 
is the reason? It is because you have operated 
on only a part of. the pathology and left un- 
touched that which lies in the upper part of the 
abdominal cavity, either ulcer of the duodenum 
or gall-bladder disease which sprang from the 
infection below. 

Appendicitis behaves in a different way, de- 
pending on whether it is acute or chronic. Acute 
appendicitis usually does not produce chronic 
lesions of the gall-bladder, or is not associated 
with duodenal ulcer or gastric ulcer. Acute ap- 
pendicitis is, as a rule, associated with an acute 
inflammation of the liver, either in the form of 
an abscess of the liver—and the same thing also 
obtains in typhoid, where you get the same acute 
association—or cholangitis, cholecystitis, or acute 
duodenitis, but none of the chronic things that 
turn up in most of these operations follow acute 
appendicitis. In acute appendicitis we have fore- 
shadowed in the so-called gastric symptoms of 
appendicitis much of the symptomatology which 
we come upon later in gall-bladder and ulcer 
cases. I look upon the vomiting which occurs 
usually at the end of twelve or somewhere be- 
tween twelve and twenty-four hours, in acute 
appendicitis, as a gastric symptom called forth 
Ly the reflex disturbance below. Chronic appen- 
dicitis cases do not produce the liver abscess or 
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periphlebitis cases. They rather produce ad- 
hesions or pancreatitis, or may be associated with 
duodenal or gastric ulcer, or with a chronic chole- 
cystitis, or sometimes chronic cholangitis or gall- 
tract disease in general. 

I will first speak about the origin of these ul- 
cers of the stomach, then the origin of gall-blad- 
der disease, and then I wish to show how disease 
may spread from the appendix, from the duo- 
denal ulcer, and from the gall-bladder. 

»% As to the origin of duodenal and gastric ul- 
cers: Two theories are held, one of which I am 
not inclined to, and the other in which I believe 
most thoroughly. The first was mentioned by 
Professor Milne when he was in Chicago. He 
says that the cause of gastric ulcer is apparently 
somewhat like this: That in the mucous mem- 
brane of the stomach, even partially in the sub- 
mucous coat, there are small collections of lymph- 
oid tissue. These are in-greatest number along 
the lesser curvature and in the prepyloric por- 
tion of the stomach. When inflamed, these 
lymphoid masses swell up, push the mucous 
glands to each side and reach the surface. He 
says various terminations are now possible in 
euch a swollen follicle—it may either resolve or 
break down in the center, as a minute particle of 
pus, and be discharged into the stomach, or it 
may erode as a result of having burst, or the 
follicle may, by bursting, give vent to a particle 
of pus, allowing the gastric juices to enter and 
digest the coat of the stomach and make in that 
manner an acute perforative ulcer. Or it may 
result in a chronic ulcer. If it does, and the 
process is long enough, it may result in a car- 
cinoma. The firet and second would produce an 
acute gastritis ; the third, that form of ulcer often 
associated with hemorrhage, and the last a chronic 
ulcer or carcinoma. 

There is another form, known as the “contact 
ulcer,” which is undoubtedly not embolic, but 
arises in some such manner as Milne euggests. 
Without stating the pathogenesis of this ulcer, he 
says that if the infectious process is in the ap- 
pendix or gall-bladder, the irritation may spread 
and involve the lymphatic tissue. 

The theory we have heard tonight is the em- 
bolic, and is the one which I have for several 
years adopted as the only working one for the 
explanation of these cases. The work presented 
tonight by Dr. Rosenow is rather conclusive of 
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the origin of these ulcers by the embolic process. 
I want to call your attention to a fact which is of 
great meaning to me. : 

Up to about three years ago I was not a be- 
liever in the general statement, made by many 
patients with duodenal ulcers, that their attacks 
came on more particularly in the spring and fall 
of the year. I have questioned many patients 
in regard to this fact, and in many instances have 
found that duodenal ulcer is a disease more preva- 
‘ent in the fall of the year. Why? The work 
which Dr. Rosenow has presented is to some ex- 
tent an answer to that question. In other words, 
the old idea of a possible rheumatic appendicitis 
or a rheumatic ulcer has some justification in 
fact. It is because of the possibility of a gen- 
eralized infection in the body at certain incle- 
ment periods of the year that the localization of 
duodenal ulcers may appear in the fal] and in 
the spring of the year; so that this relationship 
may exist, but probably exists only in the cases of 
streptococci; staphylococci, influenza bacilli and 
para-typhoid infection. Those due to the bacillus 
coli communis probably will not be found to have 
any partiular relation to any period of the year. 

As to the origin of infection of the biliary pas- 
sages. The possibilities which we have here are 
three: There may be either a cholecystitis and 
a cholangitis arising together, which is probably 
a very frequent occurrence—much more so than 
we think—and it is not at all unlikely that ordi- 
nary acute catarrhal icterus is due to this; or the 
cholecystitis may follow the cholangitis, or vice 
versa. We see all these conditions. The chole- 
cystitis may follow the cholangitis, and com- 
monly does, and the cholangitis, by reason of the 
bile fiow, gets well and the cholecystitis remains 
behind, because of the stasis in the gall-bladder, 
and the rule is that it perpetuates itself, whereas 
the other clears. If the cholecystitis remains 
for a number of years stones may form; if they 
are liberated, infection passes down once more 
into the common duct, and there is another light- 
ing up of a cholangitis. Thus the two conditions 
are interchangeable. 

The origin of there infections, bacteriologically, 
has been found to be due in the great majority 
of cases to two germs, numbering about 65 to 75 
per cent., namely, the bacillus coli communis and 
the bacillus typhosus, and in some instances, of 
course, to the para-typhoid. Besides these, the 
pneumococeus, the influenza bacillus, streptococ- 
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cus and staphylococcus have all been found. A 
Japanese surgeon states that 17.9 per cent. of his 
cases, with operation, were due to parasites in- 
stead of bacteria. 

The relation of gall-bladder disease to preg- 
nancy I shall merely mention, stating that it is 
likely that an element of biliary stasis in corset- 
wearing does come in in these cases, because of 
the discrepancy of gall-bladder disease among 
Japanese women, three women to two men, and 
in European and American countries, as twelve 
to three between women and men. 

Another interesting point in connection with 
gall-bladder infection is incidence as regards ad- 
vancing years. Old men are far more apt to have 
gall-bladder diseares than the young. When 
people get to seventy years of age the chances 
are even. That, of course, is due to the fact that 
the longer one lives, the greater chances one has 
of acquiring some sort of infection. 

Regarding preliminary illnesses which may 
lead up to the trouble with the gall-bladder, the 
most common ones are, first, typhoid fever; sec- 
ond, influenza; third, rheumatism, and various 
forms of disturbance of the bowel, malaria, 
syphilis and peritonitis, this having to do only 
with the acute infectious diseases, excluding ap- 
pendicitis, which, of course, as you know, has a 
great deal to do with the incidence of gall-blad- 
der disease. 

As to how these things may spread: It is diffi- 
cult to account for the infection of the gall- 
bladder directly from the appendix. Why? Be- 
cause neither the flow of blood nor the flow of 
lymph is a direct one from the appendix. The 
lymphatic flow is, of course, up along the cecum 
into the mesentery. It does not get up to the 
gall-bladder region at all, and the result is that 
the peri-appendicitis or pericystitis is simply lo- 
calized to that area and sweeps up to the mesen- 
tery and along the superior mesenteric branches. 
The portal blood is the only possible method of 
infection that I can see from the appendix. The 
portal blood from the superior mesenteric vein 
runs very straight to the liver, and then pro- 
duces, by way of the portal blood, an infection 
of the gall-bladder and ducts, and then a general 
cholangitis or cholecystitis. The first might im- 
mediately clear up and the latter remain. Only 
those cases of appendicitis which are of the 
chronic type will so act. The acute will not. 





Jan. 1914 


There is one other possible source of infection, 
that of the blood stream, which may then infect 
the walls of the gall-bladder and the liver di- 
rectly. 

Chronic disease of the appendix does promote 
duodenal stasis, and with that there is an ex- 
cellent chance for the development of a large 
number of germs. The simultaneous develop- 
ment of gall-bladder and appendix disease will 
probably take place, and if so, through the blood 
stream. It cannot take place in any other man- 
ner. Here, as I have said before, we have as 
possible avenues of infection, first, the subserous 
lymphatic route, which will give rise only to ad- 
hesions, which may be very burdensome and may 
cause cholecystitis of intense grade. Those which 
bind down the cystic duct or tack the gall-blad- 
der to the duodenum and drag it are painful, and 
have to be remedied by operation. They inva- 
riably bring forth vomiting, which is always bile- 
stained. The infection in these cases is more 
apt to be from the ulcer into the general blood 
stream and from the blood stream, then to the 


liver and gall-bladder. It may, however— 


and I won’t dispute this source—spread by way 
of the portal vein, because the absorption of ma- 


terial from the ulcer is easily possible, and can 
easily spread through the hepatic vein, from the 
gastro-duodenal tein, up to the transverse fis- 
sure, enter into the superior mesenteric vein at 
its junction with the gastric and splenic, run- 
ning into the portal and straight into the liver. 
It is possible, but not probable, that infection of 
the gall-bladder does take place by way of the 
portal tract. 

The other method which has been given for the 
passage of infection is straight up the common 
duct, and that is the favorite explanation of many 
men. There are a few important facts in this 
connection which were brought out by A. O. J. 
Kelly, the late editor of the American Journal of 
the Medical Sciences, in December, 1905. In 
the Miitter lecture, which was far ahead of his 
time, he stated his firm belief in the fact that 
infection does not, contrary to the then received 
opinion, ascend directly through from the duod- 
enal and gastric area, through the common duct 
into the liver. And there are very good reasons 
for believing him. In my opinion, infection 
never takes place by bacteria against the stream. 
The pressure of bile coming down through the 
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common duct has been estimated as 700 m. m. 
of water pressure, by others as low as 100. But 
what a tremendous amount of resistance that 
would afford the bacteria! They have not, first, 
the physical ability, and, second, the intelligence 
to go up that duct in the proper way and pro- 
ceed straight into the hepatic duct, and from 
there into the liver. We have been very sure for 
a long time that there is no such thing as an 
ascending infection from the bladder to the kid- 
ney, straight along the ureter itself. 

Mr. Bond of Leicester, England, conducted a 
remarkable series of experiments, which have 
heen repeated and found to be true. He found 
that he could put indigo into the rectum and it 
would travel yp and appear at a colostomy open- 
ing. He also found that in vesical fistula he 
could put the indigo at the opening of the 
urethra below and find it afterwards traveling up 
the urethra. Dr. Ochsner told me the other day 
that since he has used Beck’s paste he has found 
that occasionally when it is put in the uterus it 
is found subsequently in the abdomen. It passes 
up through these lymphatics that I have been 
speaking about—not in the lumen of the tubes, 
hut actually in the wall. 

I think that we are going to have to rewrite 
a good deal of pathology on the basis of this hy- 
pothesis. Infection from the duodenum to the 
gall-bladder does take place. It does not take 
place by way of the common duct, but by way 
of the lymphatics in the wall of the common 
duct. The disturbance in the kidney from the. 
bladder does not take place by extension through 
the urine as it is traveling down, but it does 
take place in the mucous lymphatics in the walls, 
as they pass up. The same disturbances occur 
in gonorrhea. Is it because the unskilled medical 
man shoves the infection towards the bladder by 
unskillful manipulation? Probably not. It is 
probably because the lymphatic flow is in that 
direction and that, despite everything, it is car- 
ried up the urethra instead of down in the di- 
rection of the urinary flow. 

This, then, it seems to me is the way in which 
a large number of cases can be reconciled with 
general surgical ideas. It has been known for 
a long time that there is a very close relationship 
between infections of the liver and biliary pas- 
sages and infections such as duodenal and gas- 
tric ulcers, which I regard infectious, and which 
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we may some day treat with autogenous vaccines. 
This infection is probably twofold. Certain bac- 
teria are undoubtedly carried by way-of the blood 
stream, notably the bacillus coli communis and 
the bacillus typhosus. But in other instances the 
infection is not embolic, but is by lymphatic in- 
fection, coming from the region of the duodenum 
and of the pylorus, and the gastric side of the 
pylorus, up through this lymphatic channel to 
its destination. Having arrived in the biliary 
channel, it may produce a vicious circle down 
through the bile, into the duodenum once more. 





SURGERY OF THE ACUTE METASTATIC 
INFECTIVE LESIONS OF JOINTS* 


Joun B. Murpny, M.D. 
‘CHICAGO, ILL. 
(ABSTRACT) 

This is an epoch-making meeting, in that clini- 
cal observations that have been observed for 
decades are being elucidated and confirmed by 
clean-cut scientific experiments, showing the etio- 
logic relationship between certain joint infec- 
tions and distal primary infection lesions. The 
experiments of Dr. Rosenow give us a new light, 
a clearing up of the connection between the prim- 
ary infection manifestations and the secondary 
metastatic lesions. We owe Dr. Rosenow a vote 
of thinks for his splendid paper and for his splen- 
did work. 

In Dr. Billings’ presentation of the rheuma- 
toid arthritides it is delightful to see that a mas- 
ter mind and a master man has finally decided to 
go into the human scrap heap and pick up those 
poor neglected and forgotten people. His ex- 
planations and elucidations of the relationship 
between the primary infections and the secondary 
slowly progressing joint lesions aid and guide us 
to a treatment, if not at once, at least giving us a 
hope that there is something in the future for 
these patients beside saying, “Your case is rheu- 
matoid arthritis. Hopeless. Good-bye.” 

Dr. Mix has splendidly illuminated the rela- 
tionship of these primary infections to another 
class of diseases, and his observations, from a 
clinical standpoint, of the relations of the prim- 
ary infection to the secondary lesions in the upper 
abdomen—stomach, duodenum and gall-bladder 
—have certainly been confirmed by Dr. Rose- 
now’s results in producing these experimental 
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lesions from pure cultures, generated in a definite 
end regular way. 

The surgeon’s role in this class of cases is 
necessarily small, but in 1902, when we first in- 
sisted, from our clinical observations, that these 
arthritides were metastatic manifestations of in- 
fections in other positions in the body, and that 
they were not metabolic conditions, it was con- 
sidered very doubtful at that time that our posi- 
tion would be finally sustained, but we were posi- 
tive because there was such a clean-cut definite 
1elationship in the cycle of metastases between 
the primary infection and the secondary mani- 
festation, in the way of an arthritic inflammation, 
that one could not disconnect the two, and, fur- 
thermore, there was a definite relationship when 
the infection occurred in definite positions in the 
body, as to the typical, uniform and almost classic 
appearance of the joint lesion, which also forced 
us to announce the fact that it was metastatic and 
not metabolic. Again, when the primary lesion 
was of the acute infective variety, the secondary 
lesion was of the same stormy type. Whether that 
was due to the virulence of the infection at the 
beginning or to the diminished resistance of the 
individual, we did not know, any more than we 
now know why a cancer in one individual 
which progresses at its primary focus rapidly al- 
ways progresses rapidly in its metastases. When 
its primary focus progresses slowly, its metastatic 
lesions always progress slowly. 

When, on the other hand, you have, as we have 
had time and again, two, four, six, eight and ten 
cases at one time with identical secondary joint 
manifestations, and you could trace each of these 
cases back to a primary infection in the same 
anatomic position in the body—a chronic lesion 
of a definite type—you could not fail to connect 
the primary lesion with the secondary lesion, as 
in the arthritides of alveolar and sinuses infec- 
tions ; typhoid, scarlet fever, pharyngitis (strepto- 
cocci), Neisserian ophthalmia and urethritis, par- 
anasal infections, tonsillitis, chronic and acute 
(not at all as common an etiologic factor as be- 
lieved), enteritis (ulcerated), furunculosis, ade- 
noids, cholecystitis, grippe infections of the res- 
piratory tract, appendicitis, etc. 

Again, when we have our annual “crop” of 
spondylitides in the fall of the year, we have each 
and every patient describing his attack in the 
same way, associated with types of infection of 
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the same character, and giving pain and fixation 
of the spine, we are forced to the belief and the 
insistence that the primary lesion was an infec- 
tious one, and the secondary—in the joint— 
purely a manifestation of that. 

Then we ask ourselves, what réle can the sur- 
geon play? What can he do? Dr. Billings has 
very kindly suggested that the surgeon can re- 
store the dislocated joint. That is not to be the 
only réle of the surgeon. We have insisted for 
the last twelve years that the joint arthritides 
of the acute type, which Dr. Rosenow has tonight 
shown you, can and should have a definite early 
or immediate surgical] local treatment that has a 
very decided effect for the final result. Further- 
more, that as that disease advances our surgical 
limitations become more and more pronounced, 
until, when it is very far advanced, we have noth- 
ing to do but the carpenter work of reconstruc- 
tion of the joint. But in the early stage of that 
disease there is a local treatment, there is a sur- 
gical treatment, and up to the present, indeed, up 
to the time of the vaccination treatment it was 
the only treatment that has availed anyhing in 
that class of cases. If a patient has an acute 


abscess in any other part of the body, what would 


you do? We used to poultice it and wait until 
it “ripened.” Now we cut down on the primary 
focus and liberate the pus tension at that primary 
focus, and the disease is over. We would like to 
do exactly that same thing in the management of 
primary joint infections, and indeed, drainage 
would be indicated were it not for the fact that 
joint cavities will not tolerate drainage for any 
considerable length of time without endangering 
them to ankyloses, because When we expose serous 
surface to drainage for any length of time, we 
destroy the endothelial lining of the synovial 
membrane, and thus allow a connective tissue 
contact resulting in adhesions and union, and if 
the irritation is continued we will have an ossi- 
fication across that line of union. 

What do you find when you look into these 
joints after a virulent acute infective process has 
passed? Often just a local area of necrosis and 
ankylosis, frequently no larger than a nickel, at 
a point where the joint surfaces have been pressed 
against each other by the involuntary muscular 
contraction in its effort at fixation to prevent 
pain. This pressure during its inflammatory 
process causes a circumscribed necrosis or de- 
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struction of the cartilage and a regenerative os- 
teitis in the ends of the bones which results in 
ankylosis. Where the manifestation is associated 
with a mild infection, and the “rheumatism” is 
not initiated by a chill, the rule is that no anky- 
losis occurs. When the “rheumatism” is initiated 
by a chill, which shows a virulence of infection, 
an ankylosis in one or more joints is the rule. 

Now, with the aid of experiments with the 
possible neutralization of the virulence of this 
material, let us hope that we will find some medic- 
ament that will destroy it, but until that is 
found let us take advantage of what we now 
know of vaccine inhibition and the local and con- 
stitutional stimulation of phagocytosis and the 
mechanical relief of intra-articular pressure of the 
infective products and the pressure caused by 
muscular contraction. 

Some thirty years ago Carles produced, by in- 
jections, abscesses in different portions of the 
body, which were known as concentrating ab- 
scesses. Let us take his clinical observations, 
though he knew nothing at all about phagocytes. 
He found that if we had an acute infection in the 
knee, hip or any other portion of the body, if he 
would produce at a distant point a local abscess, 
he would have as the result of that abscess a rapid 
subsidence of the fever, also of the primary in- 
flammatory process with speedy recovery. What 
did that-mean? It meant exactly what you can 
demonstrate any day you desire, that by injecting 
20, 30, 40 or 50 minims of Venice turpentine well 
under the skin, you will have formed there, very 
rapidly, an abscess, and while it is forming you 
will have a great increase in the general leukocy- 
tosis, and any infective process will be influenced 
by that abscess formation, which, vou understand, 
is not a microbic abscess, but a chemical abscess, 
and produces a constitutional leukocytosis or a 
constitutional phagocytosis. 

When it comes back to acute infection of joints, 
what can we do? Two things. We can stimulate 
the local resistance in the acute infections by pro- 
ducing an infiltration of the tissues within the 
joint. We can stimulate constitutional resistance 
by injecting into the joint material which causes 
not only a local increase in the polynuclears in 
the joint, but also a constitutional increase in the 
same way, as we have demonstrated innumerable 
times. The best material we have found for injec- 
tion up to date is a 2 per cent. solution of forma- 
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lin and glycerine which has been mixed at least 24 
hours before it is injected. From 5 to 20 c.c. may 
be injected into a joint. It produces @ local coffer- 
daming of the lymph spaces in the synovial mem- 
brane and a local and constitutienal polynuclear 
leukocytosis and greatly inhibits the local de- 
struction. When the tension of the fluid of the 
joint after the injection becomes great, aspiration 
should be repeated, always exercising the greatest 
care not to traumatize the joint surfaces. 

Secondly we can prevent intra-articular pres- 
sure. The tension under which the micro-organ- 
isms and the products of the microbic infection 
are held favors the ischemic condition of the 
border-line tissue, and thus favors necrosis. 
Therefore, if we can diminish the intra-articular 
pressure of the infective products by aspiration 
and relieve the intra-articular muscular pressure 
by extension, we can stop the destruction in the 
joint or at least limit it to a very marked degree. 
We have demonstrated that clinically again and 
again. 

In addition to these aids, the proper use of 
autogenous vaccines in the acute infections gives 
us an additional and unquestionable advantage 
ever the destructive processes in many of these 
cases, as shown in Dr. Kreuscher’s reports. 

Can we do this same thing with the chronic 
variety of infection? No. But we can still do 
much with them. During the inflammatory proc- 
ees we must not let luxations take place; we 
must not let the deformities occur, it is not neces- 
sary that they should occur. 

We fee] that in the deformities of joints, the 
treatment must be a prophylactic one and not a 
therapeutic one—that the joints must not be per- 
mitted to deform in the first days of the disease, 
and we will not have these difficult operations to 
perform. While the physician and surgeon may 
not be able to control the inflammation and pre- 
vent the ankylosis in some of the cases, they have 
within their power the absolute control of the 
malformation of the limbs through the proper 
application of extensions and supports in the 
early stage of the disease. The deformities in 
the acute joint infections are largely due to the 
position assumed by the limb to accommodate the 
largest quantity of fluid in the cavity at the least 
tension (see Dr. Kellogg Speed’s report on this 
point in my article in “Surgery of Bones, Joints 
and Tendons,” in the Journal A. M. A., May and 
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June, 1912). A plaster cast should never be ap- 
plied to an acute arthritis and kept on for any 
considerable length of time, unless one desires 
ankylosis, as continued fixation in acute infec- 
tions favors ankylosis, while continued fixation in 
tuberculosis lessens the danger of ankylosis. 

(Dr. Murphy then showed some lantern slides 
demonstrating cases of arthritis deformans.) 

All I wish to bring out in this discussion is 
this, that every case of acute inflammation in a 
joint is a subject for surgical consideration the 
first day, that it is a subject for local treatment 
in the joint the first day, and that if you wait 
until the deformities have occurred and the joint 
surfaces have been destroyed, it is impossible 
often to relieve the deformity and the patient is 
permanently crippled. Many of the ankyloses, 
from my observation, are easily avoidable, and al! 
of the severe deformities of the type pictured are 
absolutely avoidable, and completely in the con- 
trol of the physician. And in the future we will 
be held more forcefully responsible by the courts 
for deformities resulting from arthritides than 
we are now held for deformities resulting from 
fractures, as the arthritic deformities are more 
completely within the control of the physician 
and surgeon than are the fracture deformities. 

I desire to thank Dr. Caldwell, the president, 
for permitting me to outline the program for to- 
night’s discussion, as I feel it is a subject that 
comes so closely to the every day work of both 
the physician and surgeon, and also one that 
has been so long neglected that it needs frequent 
discussion in all medica] organizations. 

Thank you for your attention. 





ECTOPIC PREGNANCY. 
A. J. Burner, M. D. 
HARRISBURG, ILL. 


Ectopic pregnancy, or eccyesis, is a term used 
to designate all forms of gestation occurring out- 
side the cavity of the uterus. 

A fertilized ovum may find attachment and 
“nest” anywhere in its passage from a Graafian 
follicle to the uterine cavity, but as mucous mem- 
branes are the natural sites for “nesting” of fer- 
tilized ova, it follows that the tubes are the loca- 
tion of almost all ectopic pregnancies to the ex- 
clusion of the ovary, omentum, broad ligament 
and other serous surfaces as nesting sites. Hence 
tubal pregnancy is generally chosen by gynec- 
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ologists as the most expressive term in describ- 
ing this pathologic entity. 

“Nesting” of a fertilized ovum may take place 
anywhere within the lumen of a Fallopian tube 
and result in a tubal pregnancy. The most com- 
mon sites of its nesting in the tube are its median 
or isthmial, its appullary or ovarian and its uter- 
ine or interstitial portion in the order named. 

The function of “nesting” of a fertilized ovum 
is both active and passive; active on the part of 
the ovum in its preparation for and attachment 
to a receptive membrane; passive on the part of 
the receptive membrane which undergoes vascu- 
lar and structural changes for the nourishment 
and protection of the already attached ovum. 

An ovum may be fertilized anywhere within 
the genital tract of the female; but it is generally 
conceded that union of the male and female ele- 
ments of procreation takes place somewhere with- 
in the lumen of the tube or immediately outside 
of the fimbriated extremity in the region of the 
ovary, and that after fertilization the ovum is 
carried through the tube towards the uterine 
cavity, which it ultimately reaches if not de- 
layed or impeded in its course. 

Immediately after the ovum is fertilized by 
the male element or spermatoza, which occurs 
somewhere near the ovary, it takes on a new im- 
petus to life and begins a rapid growth by seg- 
mentation and quickly passes through the marula 
into the brastula stage of development, thereby 
acquiring the property of self-attachment by 
sending finger-like processes, called trophoblasts 
or villi into the tubal or uterine mucosa, which 
in response to the stimulus creeps up and over 
the attached ovum, completely covering and in- 
capsulating it. Thus is formed the decidua vera 
ond reflexa. 

The length of time elapsing after an ovum is 
fertilized until it is capable of self-attachment to 
the uterine or tubal mucosa is not known, but in 
all probability it bears a definite relation to the 
time required for a normal ovum to pass through 
the lumen of a normal tube to the uterine cavity. 
In other words, the time required for a recently 
fructified ovum to pass through the marula into 
the blastula stage of embryonic development is 
about equal to the time required for it to pass 
through the entire length of the tube into the 
cavity of the uterus. 

It will be noted from the foregoing statement 
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that the assumption is that a recently fertilized 
ovum will normally reach the cavity of the uterus 
at or about the time it attains the blastula stage 
of development, and that prior to this stage it 
is not capable of attaching itself to any surface 
over which it has passed or is then passing, as the 
trophoblasts or villi are not formed until the 
blastula stage is well advanced. Hence, it would 
appear that the time normally imposed for a 
fructified ovum to make its journey through the 
lumen of the tube is during the marula state, 
in which it is incapable of self-attachment, and 
that the blastula state is normally intended for 
uterine existence only, wherein it may find safe 
attachment and a norma! nesting place. So we 
may at least theoretically conclude that any cause 
tending to delay the progress of a fertilized ovum 
in reaching the cavity of the uterus is conducive 
to tubal pregnancy. 

Let us now consider more minutely the two 
stages of early embryonic development. The 
ovum is met by the spermatoza somewhere in the 
region of the ovary, probably just within the tube 
or possibly free in the peritoneal cavity. Union 
takes place and the recently fructified ovum be- 
gins its first function as an individual by a rapid 
and independent cell division, thoroughly dis- . 
tributing both male and female elements to all 
parts of its little, but rapidly growing, sphere. 
The ovum is now less than 0.01 inch in diameter, 
and has entered the marula stage of development, 
and begins simultaneously its migration through 
the ever-narrowing tube towards the uterine cav- 
ity, where it will cease to exist as a wandering 
marula and take up a fixed abode as a parasitic 
blastula. Here it pierces the uterine epithelium 
with its trophoblasta or villi, securing nourish- 
ment in a truly parasitic way, and at the same 
time exciting a local reaction of the underlying 
and adjacent epithelium which forms the decidua 
serotena and reflexa. 

It will be seen from this description that the 
marula stage differs very materially from the 
blastula stage of development of an ovum, a thor- 
ough understanding of which may enable us to 
comprehend the etiology of many extra-uterine 
pregnancies that would otherwise remain ob- 
scure. 

After fertilization an ovum may have four sep- 
arate and distinct destinies : ; 

1. It may enter the uterine cavity prema- 
turely, i. e., in the marula stage, and remain in- 
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capable of attachment and be discharged with 
the uterine secretion through lower genital tract. 

2. It may enter the uterine cavity matured 
as a blastula and become normally attached and 
result in a normal conception. 

3. It may be impeded in its course or linger 
on its way through the tube until overtaken by 
the blastula stage of development, or in its wan- 
dering it may enter the lumen of the tube at a 
belated hour too far advanced in development to 
reach its normal nesting place before becoming 
attached. 

4, It may wander in the peritoneal cavity 
over serous surfaces and pass through the marula 
into the blastula stage, and, not finding suitable 
soil for attachment, perish and be absorbed by 
that ever-watchful protector and defender of the 
peritoneum, the omentum. 

Having considered the four possible destinies 
of fertilized ova, we may here state that the last 
certainly occurs with much more frequency than 
is generally supposed. These never enter the Fal- 
lopian tubes, and by external wandering are lost 
in the peritoneal cavity, while to the first group 
are assigned all those that enter the uterus pre- 
maturely, and being yet unable to effect their 


‘attachment are carried with the uterine discharge 
out through the lower genital tract. These are 
they that are blighted and bear flowers, but not 
fruit. 


Into the second group comes all normal con- 
ceptions, which range from one to twenty in 
child-bearing women, while into the third group 
fall all ectopic pregnancies, the frequency of 
which cannot be definitely stated, as it is gen- 
erally believed that many cases go unrecognized 
by ending spontaneously in tubal rupture or 
abortion, or in sudden death to their host. We will 
venture to say, however, that a careful observer, 
doing an average family practice composed of all 
classes,. ought to see and recognize at least one 
ectopic pregnancy for every one hundred normal 
conceptions, including abortions as well as full- 
term pregnancies. 

In summing up the etiology of eccyesis it may 
be well to state that any cause or condition, 
whether anatomic or physiologic, tending to in- 
crease the time normally required for a fertilized 
ovum to make its progress from the normal site 
of fecundation through the tube to the normal 
site of implantation in the cavity of the uterus 
is conducive to tubal pregnancy. For instance, 
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an ovum may be fertilized on the right side and 
travel across the peritoneal cavity to the left 
side. Here it may enter the left tube in that 
stage of embryonic development wherein attach- 
ment is very readily effected while yet within 
the narrow and confined limits of a tube. Or an 
ovum, though fertilized within the tube, may on 
its way to the uterine cavity encounter obstruc- 
tions with consequent delay in progress and re- 
sult in attachment ere it can make its exit from 
the lumen of the tube. The obstruction produc- 
ing such delays are kinks in the tube, stricture 
of its lumen or bands of peritoneal adhesion and 
other products of inflammation affecting the nor- 
mal] structure or function of the uterine adenexa. 

Thus inflammation from previous tubal dis- 
eases may have so changed the tubal mucosa as 
to impair its function and render the progress of 
the ovum difficult and delayed. In fact, almost 
all cases of tubal pregnancies give histories of 
previous tubal inflammation when diligently 
sought for. Ott and Petersen could elicit an in- 
flammatory history in all of their cases; Runge 
in most of his, while Mandl] and Schmidt and 
Duhrssen state that two-thirds of their cases re- 
veal traces, past or present, of tubal inflamma- 
tion. Negative results were offered by Ahlfield, 
who believes that the infrequency of tubal preg- 
nancy in his practice may be explained by the 
fact that his material comes from a country dis- 
trict where gonorrhea occurred but rarely. 

In 1902, Optz found definite inflammatory le- 
sions in fifteen out of twenty-three specimens 
from Alshausen’s clinics, and in every instance, 
whether such lesions were present or not, noted 
that the tips of many folds of the mucosa had 
hecome fused together, so that the microscopic 
sections frequently presented the cribriform ap- 
pearance characteristic of follicular salpingitis. 
Moreover, he found similar lesions in the non- 
pregnant tube wherever it was available for ex- 
amination. 

He held that such condition offered very sat- 
isfactory explanation for the arrest of the ovum, 
as he assumed that some of the canals enclosed 
between the adherent folds ended blindly at one 
end, but communicated with the main lumen at 
the other. Accordingly, it would be necessary 
for the fertilized ovum to enter one of these cul- 
de-sacs, in order to be arrested and implanted, 
and thus lead to the development of a tubal 
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pregnancy. Similar observations have been made 
by Micholitsch and others, and can be confirmed 
by any observer. 

This explanation has been enthusiastically ac- 
cepted by many prominent gynecologists, while 
others, admitting that such conditions may cause 
the arrest of fertilized ova, refrain from giving 
it a too general acceptance. ; 

But admitting the laboratory findings as pre- 
viously described by Opitz and confirmed by 
Micholitsch and Werth in the mucosa of tubes 
removed for eccyesis, it will not explain the ab- 
sence of tuba] pregnancy in innumerable tubes 
removed for other causes having the same iden- 
tical microscopical lesions of the mucosa in which 
tubal pregnancies have not occurred. 

Again, it seems to the writer that any cause 
unduly increasing the time that a fertilized ovum 
would remain in the tube, whether or not it was 
permanently arrested in a single cul-de-sac, or 
merely impeded in its onward progress by many 
such obstacles at different points in its course, 
is quite as argumentative as that submitted above. 
And in further support of this argument, we wish 
to hypothetically state that a fertilized ovum ar- 
rested at the proximal or uterine end of the tube 
until the formation of trophoblasts or the be- 
ginning of the blastula stage of development 
might, perchance, if promptly released from its 
jodgment and moved on unobstructed in the re- 
mainder of its course through the tube, make 
its exit from the lumen into the cavity of the 
uterus and terminate in an intra-uterine preg- 
nancy, instead of tubal pregnancy, while, had it 
met the same obstruction at the distal or ovarian 
end of the tube under the same conditions and 
had been released at the same embryonic stage 
of development and had remained unobstructed 
for the remainder of its course through the tube, 
it would in all probability have never made its 
exit from the tube by reason of that intrinsic 
property of self-implantation innate in the blas- 
tula stage of embryonic development, and would 
in all probability have ended in a tubal preg- 
nancy. 

Other predisposing causes of tubal pregnancy 
are: tubal polypi, tumors of the tubal wall, di- 
verticula from the lumen of the tube, congenital 
narrowing of the tubal lumen, persistence of 
fetal convolutions of the tube, puerperal atrophy, 
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and external migration of fertilized ova, which 
has been referred to in full above. 

The frequency with which tubal pregnancy oc- 
curs has not long been generally admitted. In 
fact, a clinician no less than Henning stated as 
late as 1876 that so rare was this affection that 
directors of large obstetrical institutions might 
never see a case, while at the present time any 
one engaged in a general practice is not long 
unfamiliar with this condition. 

In my own limited practice of less than six 
years I have had the opportunity of observing 
five such cases, two of which, however, were in 
consultation, while the remaining three were cases 
coming under my observation as the family 
physician. Tubal pregnancy is not infrequent, 
and seems to be on the increase, as is shown by 
the statistics of large clinics. Thus Wormser 
states that in his Berne clinic the number of ex- 
tra-uterine pregnancies has increased over 33 per 
cent. during the last decade. A corresponding 
increase has been noted in all large clinics, and 
Noble states that 3 or 4 per cent. of all his lap- 
arotomies are performed for tubal pregnancy. 
In 3,500 autopsies performed by Formad 1 per 
cent. were found to be deaths resulting from 
ectopic gestation. 

A tubal pregnancy may terminate under the 
eighth week by tubal abortion, the ovum being 
expelled through the ostium abdominale into the 
peritoneal cavity and the product of conception 
be removed by absorption or rendered harmless 
by certain degenerate changes, or the ovum may 
perish within the narrow confines of its unnatural 
location within the tubal lumen and be removed 
or undergo changes less harmful to its host. Tu- 
bal abortion before the eighth week and early 
death of the ovum with the tubal retention are 
not necessarily and immediately alarming to 
the patient and may wholly escape the attention 
of the family physician, and may be only acci- 
dentally discovered by the surgeon in laparot- 
omies for other presumed causes than eccyesis. 

Tubal rupture and tubal abortion after the 
eighth week are clinically similar, if not identical, 
and constitute the causative factor of a vast ma- 
jority of pelvic hematocele, for which laparoto- 
mies are primarily done. In fact, it has been 
my misfortune to never suspect the presence of a 
tubal pregnancy until the symptoms of tubal 
rupture or abortion, with the accompanying 
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formation of pelvic hematocele, has partially ur 
totally presented. 


Case 1. In my first case a diagnosis, thongh tenta- 
tive, could only be made positive in the operating 
room by an exploratory laparotomy. The contention 
was between eccyesis and appendicitis. The patient 
ran a temperature of 99.6 to 101 F. for two days; 
was operated upon the third day, revealing a pelvic 
hematocele from the right side and a pus tube on 
the left. 

Case 2. A second case died a few hours after a 
diagnosis was made from internal hemorrhage. No 
autopsy was allowed and a positive diagnosis, of 
course, was not possible. But a history of pregnancy 
with an irregular and interrupted uterine hemorrhage 
for several days previously, accompanied by a dis- 
placed, enlarged, empty and patalous uterus were 
sufficiently diagnostic in the absence of the finding 
of a pelvic hematocele, which did not occur until late 
and with sufficient loss of blood to cause immediate 
death. 

Case 3. A third case was considered an intra- 
uterine abortion for three days; what was then 
considered the product of a normal conception hav- 
ing been expelled on the second day with copious 
hemorrhage with many clots adhering to fragments 
of uterine decidua. The symptoms continued instead 


of abating with the expulsion of the ovum, which 
was in reality not an ovum, but the cast-off uterine 
decidua, and morphin 0.25 gr. had to be adminis- 
tered hypodermatically at short intervals to still 


the pain and anguish produced by the formation of 
the pelvic hematocele. On the third day the symp- 
toms having become ominous to the attending physi- 
cian, Dr. J. H. Rose, I was called into consultation 
or rather was called in his absence to the bedside 
of the patient and found her writhing and tossing 
about in the most extreme agony. No examination 
could be made while she was in this condition. In 
fact, the patient was so frantic with pain that she 
could hardly be kept upon the bed. So the hypoder- 
mic injection of morphin was twice resorted to before 
an examination could be attempted with any degree 
of satisfaction. At this examination, after quietude 
had been secured, the temperature and pulse were 
found to be normal and there were no symptoms 
of internal hemorrhage as pallor, shortness of breath, 
thirst, etc., but the abdomen was generally sensitive 
and very tender to pressure. On internal examina- 
tion the uterus was found to be displaced laterally 
and rather low in the pelvis and fixed. It was 
enlarged, empty and patulous. The tubes could not 
be palpated in this case, especially from the extreme 
thickness of the abdominal walls. I do not think 
that the tubes often reveal any symptoms of value 
clinically in the diagnosis of tubal pregnancy with- 
out the aid of a general anesthetic which was not 
resorted to in this case. 

On the fifth day following a consultation by re- 


Jan. 1914 


quest of the attending physician at which the family 
physician, Dr. Frank P. Gillis of Du Quoin, was 
present, it was decided that longer delay was haz- 
ardous and that surgical interference was the only 
remedial agent promising any definite. results for the 
relief of the patient, which was promptly carried 
out with the finding of a large pelvic hematocele 
between the folds of the broad legiment of the right 
side. 

Case 4. Another case which occurred early in my 
practice is most interesting from the point of his- 
tory. The patient, though married and the mother 
of two children, the younger of whom was: eight 
years old, was not at this time living in wedlock, 
but was a self-admitted prostitute. October 11, 1909, 
following a night’s hilarity, I. was hurriedly called 
to her home at about 1:30 a.m. At the door I was 
met by her consort, who informed me that follow- 
ing a Dutch lunch with beer she had been suddenly 
and violently attacked with cramping, soon after 
retiring for the night. 

Opiates had been administered and hot water bot- 
tles applied to the lower abdomen with much relief 
to the patient. An examination revealed a rapid 
small pulse and a subnormal temperature. The pa- 
tient complained of being chilly and was very tender 
and rigid over the left quadrant of the abdomen, 
An internal examination revealed nothing more than 
a fixed and rigid uterus, with probably some mis- 
placement to the left, which I readily explained as 
the result of previous pelvic inflammation with 
adhesions. 

On the following night, October 12, the patient 
was very restless and pale and showed all the symp- 
toms of shock or internal hemorrhage. The pulse 
was very weak and thready and the fespirations 
shallow and sighing. Thirst was complained of and 
the patient was very restless. I was told by those 
present (using their language) that a miscarriage 
had taken place and that she was flooding. On inter- 
nal examination I found that there had occurred 
a uterine hemorrhage, but not sufficient to account 
for or even suggest the symptoms above described. 

The cervix was patent and the introduction of a 
curet showed an empty uterus, slightly enlarged and 
displaced to the left. I could now detect a distinct 
bagginess at the posterior vaginal fornix In fact, 
the whole upper vaginal tract seemed to be crowded 
and the uterus seemed lower in the pelvis. This I 
recognized as a pelvic hematocele and recommended 
an operation, which was promptly denied, with the 
suggestion of considerable dissatisfaction with my 
treatment. After attending the patient’s immediate 
need, which was along the line of internal hem- 
orrhage, I departed and never heard from her for 
nine days. I may state here that I considered my- 
self dismissed ; in fact, I am sure I was so considered 
by the friends of the patient. 

October 21 the patient appeared at my office and 
again by appointment on the 25th and 26th of the 
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same month. On each visit a combined recto-vaginal 
and abdominal examination showed the presence of 
a mass in the cul-de-sac. November 5 she again took 
to the bed and was unable to be on her feet from 
an unbearable pelvic weight, when standing or walk- 
ing, accompanied by severe pains in the small of the 
back radiating to the thighs and sacrum. 

I never saw the patient again until November 18, 
when she again called at my office, somewhat im- 
proved but complaining of a fullness in the rectum 
with excruciating pains on defecation. An examina- 
tion revealed the presence of a mass in the cul-de- 
sac, as referred to in previous examination, with 
some signs of softening. I recommended that the 
cul-de-sac be opened vaginally, but that she would 
not submit to, and the patient again disappeared for 
exactly one month. December 18 I was called to 
her home and found her suffering with an intense 
rectal tenesmus with a burning, throbbing and very 
painful tumor of the anterior rectal wall. Her pulse 
was 96 to 100, her temperature was 102 to 103 F. 

December 20 I called and found the patient very 
comfortable indeed. The rectal abscess which had 
formed from the pelvic hematocele had ruptured and 
its very copious contents discharged per rectum. The 
patient improved from that time on and was up and 
about by December 27, the date of my last visit. 

Case 5. The fifth and last case occurred very 
recently. April 26 last I was first called to attend 
the patient at her home. I found her frantic with 
pain. I could not even count her pulse or take her 
temperature, so at her urgent request for a hypoder- 
mic I immediately administered a 0.25 gr. of mor- 
phin and waited thirty minutes for results, which 
did not come until the second injection had taken 
effect. 

I ascertained that she had become very suddenly 
ill five°days before, with a pain in the region of 
the right ovary radiating down the thigh on the 
same side. At this time she was away from home. 
A physician was called and morphin administered 
hypodermically and opiates were left, which consti- 
tuted the treatment she had received. 

April 22 following the first attack she had a second 
attack, which was not so bad as the first, and also 
on the evening of April 24 while preparing dinner 
she was suddenly attacked again on attempting to 
reach for something on a shelf above her head. 

So severe was the pain that the patient was almost 
stricken down and had to be assisted to bed. The 
same physician was called and she received the same 
treatment as for the first attack. She remained in 
bed all day following the third attack and until nearly 
noon Saturday, April 26, when, on attempting to 
get up from the bed she was again attacked, with the 
results as given in my account of the first visit. At 
this time after the patient had gotten quiet an exami- 
nation was made which revéaled a normal tempera- 
ture and pulse. 
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I elicited a distinct history of pregnancy for the 
previous two months, but during the last week she 
had had slight uterine hemorrhages with each attack, 
as above referred to and was at this time wasting 
slightly. 

The abdomen was so sensitive that it could hardly 
be touched, especially in the right lower quadrant. 
I may state here that vomiting was a prominent 
symptom in all of these attacks, and the patient was 
never free from nausea after the first attack. 

An internal examination revealed a uterus dis- 
placed to the right, slightly enlarged and empty with 
a gaping patent cervix. I accordingly made a diag- 
nosis of a tubal pregnancy and advised that the 
patient be removed to a hospital for an operation, 
to which the husband very readily consented, but 
finding her condition so good on returning a few 
hours later, I decided that she remain at home for 
another twenty-four hours and await further develop- 
ments. She passed through the night Saturday and 
all day on Sunday following without an attack until 
Sunday night, while straining at stook she was again 
attacked with the most violent pain and rapidly 
showed signs of shock. I was called and an ambu- 
lance at once hurried the patient to the hospital, 
where, after consultation with Drs. Nyberg and Cum- 
mins and Dr. Turner, the patient was put upon the 
operating table and the belly opened, which con- 
firmed our diagnosis of a tubal pregnancy with rup- 
ture. A large pelvic hematocele had formed between 
the folds of the broad ligament on the right side 
with a considerable quantity of extravasated blood 
in the free peritoneal cavity. The clots were removed 
from between the broad ligament and the cul-de-sac 
sponged out. 

The right tube when removed revealed a rupture 
in the isthmus. The ovum, which was about the size 
of an English walnut, was not ruptured and was 
still in situ. Adhesions of the right adnexa, though 
rather extensive, were not firm. There were no adhe- 
sions on the left and the tube and ovary on that 
side seemed to all appearances perfectly healthy. 
On the second day following the operation the uterine 
decidua with some pain was expelled almost intact. 

In conclusion I will state, though not offering it 
as a solution of the etiology of this case, that the 
left ovary instead of the right which was removed 
with the affected tube contained the corpus luteum 
of pregnancy. 





MEMBRANOUS PERI-COLITIS* 
H. C. Mircewetz, M.D. 
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The literature on this subject is so very meager, 
that in writing a paper I am compelled to give 
only such facts as I have gathered from a limited 
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experience of eight cases, two of which I am 
reporting. 

To many of you who do surgery this disease 
may have become of common occurrence, and if 
so, I trust you will give us the benefit of your 
experience in the discussion. 

I have been operating on these cases only for 
the past two or three years, but the results so 
far have been very gratifying. 

While these cases are not of frequent occur- 
rence, yet it is very important that we observe 
them when they do come, as our success or fail- 
ure in that particular case depends on our recog- 
nizing and operating on them. 

I think all of us have sometimes operated when 
we felt pretty cock sure that we had a case of 
chronic appendicitis, disease of the adnexa of 
the uterus, a stone in the ureter or pelvis of the 
kidney, or cholecystitis, and felt quite sanguine 
that we would relieve the difficulty with an opera- 
tion, only to be disappointed in the end. As 
you well know, it puts your patient in anything 
but an amiable frame of mind to have his pains 
continue right along after he has been put to 
the expense and danger of an operation, as well 
as the promise from his physician that he would 
be relieved. 

This condition was first described by Dr. Jabez 
N. Jackson. Other operators had observed it 
prior to his doing so, but none had described it as 
a pathologic condition before Jackson, who called 
it membranous peri-colitis. It has been fre- 
quently called Jackson’s veil, and consists of a 
thin veil-like membrane that has its origin on 
the abdominal peritoneum of the right side and 
extends downward in a horizontal or diagonal di 
rection, spreading out over the ascending colon. 

In the severer forms it covers the entire 
ascending colon and cecum. In several cases I 
have seen it covered the appendix so completely 
that unless the operator was thoroughly ac- 
quainted with the anatomy of the parts he would 
be apt to overlook it. In more than thirty per 
cent. of the cases I have treated the membrane 
not only covers the colon, but spreads out over 
quite a latge area of the omentum and is attached 
to it by strong adhesions and forms strong ad- 
hesive bands that interfere with the free peristal- 
sis of the bowel and especially the colon, causing 
chronic constipation; as all the cases I have 
observed were affected with long-standing con- 
stipation. 
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They come to us with a history of pains and 
cramps in the right side of the abdomen. In 
the majority of cases the pain extends upward 
from McBurney’s point rather than downward 
into the pelvis. In some instances the pain ex- 
tends over the entire right side as high up as 
the hepatic flexure and pancreas. There is tender- 
ness to pressure on the right side, the greatest 
tenderness usually being a little above McBur- 
ney’s point. The pain usually comes on a few 
hours after taking a meal, and is often so severe 
that they will require a hypodermic injection of 
morphin to relieve it, but in the majority of 
cases they do not require a hypodermic, but go 
from one physician to another, seeking relief by 
medical means until the list is exhausted, when 
they apply to the surgeon. 

For the first few months or years the pain 
comes on paroxysmally after eating, but grad- 
ually becomes more constant until the patient is 
hardly ever entirely free from pain. The pain 
simulates, and in fact is more often diagnosed 
as chronic appendicitis than anything else. 

As I stated in the beginning of this paper, my 
experience has been confined to only eight cases, 
two of which I shall narrate. 

Case 1. Mr. A. D.: Family history, negative; 
eccupation, bartender; age, 30 years. Said for the 
past two years he had taken as many as twenty to 
forty drinks of whisky daily, but for two months 
prior to his coming to me he had drunk nothing. 
He gave a history of cramps in the right side, usually 
coming on a few hours after eating. The pain was so 
severe that it had to be relieved with hypodermic 
injections of morphin on two occasions. At times 
he would be practically free from pain for a day 
or two and then it would return. He decided that 
his drinking perhaps had something to do with it, 
and for that reason he quit, but after abstaining 
from drink a few weeks the pain was worse than 
ever. 

The pain would always start in the right side, 
usually two or three inches above McBurney’s point, 
and would radiate upwards as high as the hepatic 
flexure and stomach. After the pain was relieved 
he would invariably belch a lot of gas from the 
stomach. He stated that there had never been a time 
when there was not tenderness to pressure over Mc- 
Burney’s point. He also said that he had never 
had any fever so far as he knew. He was obsti- 
nately constipated and had been for nearly two years, 
and had taken treatment from a number of physi- 
cians without obtaining any relief. He had been 


examined many times with about as many diagnoses, 
such as appendicitis, gastralgia, gastric ulcer, stone 
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in the pelvis of the kidney, stone in the ureter, cho- 
lecystitis, etc. 

I was inclined to think it was appendiceal colic, 
due to his obstinate constipation. 

I operated on him April 8, 1911, and examined 
carefully all the viscera, such as the stomach,, ureter, 
kidney and gall bladder, but found them all healthy, 
as well as the appendix. 

The entire ascending colon and a considerable 
part of the omentum were covered with the Jack- 
sonian membrane. I decided that his pain and con- 
stipation were caused by the constricting membrane 
that covered the colon and omentum and prevented 
the free peristalsis of the bowel and especially of 
the colon. I removed only the membrane and not 
the appendix. It has now been two and one-half 
years since his operation and he has been and is still 
free from pain and constipation. 

Case 2. Mrs. N., mother of four healthy children, 
no miscarriages; family history, negative; had always 
been healthy until the last two years, when she began 
complaining of pain in the right side, a little above 
McBurney’s point, and radiating upward as high as 
the hepatic flexture, and sometimes spreading over 
the entire abdomen. A few times she said the pain 
was so severe that she had to have a hypodermic 
injection of morphin. The pain would come on soon 
after taking a meal and for the first year the pain 
was entirely paroxysmal in character, but later was 
almost constant, but severer an hour or two after 
eating. 

About fourteen months after the beginning of her 
trouble she entered a St. Louis hospital and had 
her right ovary and tube removed, but the appendix 
was pronounced healthy. She was free from pain 
only so long as she remained in the hospital and 
the bowels were kept moving. 

Three months later she applied to me for treat- 
ment and I diagnosed chronic appendicitis and ad- 
vised an operation for its removal, which I did, but 
with practically no relief except so long as she 
remained in bed and kept her constipation relieved. 
Two months later she came to me again, still suf- 
fering as much pain as ever. I advised an explora- 
tory operation to ascertain, if possible, her real 
trouble. The first operation I made through a two 
and one-half-inch incision, pulling out the appendix 
and removing it, and did not examine the other 
abdominal viscera. 

At the second operation I made a four-inch incis- 
ion and examined carefully all the organs, but found 
them all healthy except the colon and the omentum 
that lay in close proximity was covered with the 
Jacksonian membrane, which I removed. In this 
connection I wish to say that I would advise ligat- 
ing the membrane before removing it, as this case 
was followed by quite a little hemorrhage. Had I 
not operated through too small an incision I would 
have discovered the peri-colitic membrane at the first 
operation. I rarely ever open the abdomen any 
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more without making a free incision so I can inspect 
all the abdominal viscera, as I am sure that on many 
occasions we overlook the primary trouble by attempt- 
ing to operate through too small an incision. 

This woman left the hospital practically free from 
pain and at the end of five months she is practically 
well. 

The other six cases operated on were all free 
from pain when they left the hospital. One of 
them I heard from three months after the opera- 
tion and two of them I heard from two months 
after leaving the hospital and they were all do- 
ing well. The other three I have heard nothing 
from since leaving the hospital. 





MEDICAL IDEALS AND THE COUNTY 
SOCIETY—A BOOSTER SERMON* 


Rock Steyster, M.D., 


Secretary Association County Secretaries and State 
Officers, State Medical Society of 
Wisconsin. 


WAUPUN, WIS. 

About the first of the year I received a cordial 
invitation from your president, Dr. Oliver, to 
come from the wilds of Wisconsin to a meeting 
of the Illinois County Secretaries in May and 
take a part in the program. The letter from 
your president excited me greatly, for while I am 
brave with a quill and a pot of ink, I am a coward 
on an occasion of this kind. Like the true native 
of the “wild and woolly” north, I am sure I 
show off to better advantage among Indians and 
lumber-jacks. It was only after mature delibera- 
tion that I decided to accept the invitation. I 
talked the matter over with several of our big 
chiefs and medicine men and they one and all ad- 
vised me to stay at home and to beware of “them 
city doctors.” 

Of course, this was not exactly encouraging, but 
I wanted to explore and see what Illinois doctors 
looked like. I looked up “Oliver,” and found it to 
be a Hindoo name meaning “hustler.” Peoria was 
represented on the map as a large city the other 
side of Chicago, and I determined if I could get 
through Chicago alive, I might be able to fill the 
engagement and get back to Wisconsin with 
a report on the warriors of Illinois. I 
have made close observations all along the 
trail. Since I have been here I have studied 
the species here represented in a critical way. I 
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have determined that doctors are pretty much 
the same wherever you go. They have the same 
joys, the same sorrows, the same obstacles to over- 
come, and, in the end, the same trouble to get 
their pay. You think of our tribe as living har- 
moniously in a fairy land of whispering pines 
and silvery lakes well stocked with goldfish. We 
think of your hunting grounds as a rolling prairie 
of corn, each acre of which supports a prosperous 
farmer with a dozen children subject to measles, 
adenoids and whooping cough. This is human 
nature, and, contrary to some opinion, I want 
to say that the doctor is quite the most human 
being alive. I have never known a doctor who 
amounted to anything to be quite satisfied. When 
one does reach that stage he ceases to grow. It 
is this same yearning for more work, bigger 
work, newer work, better work, that brings to- 
gether men engaged in the same work that they 
may benefit by another’s experience. It is the de- 
sire to learn, not to teach, that has brought me to 
Illinois today. I want to learn how you have 
made such a success of your county societies. It 
is the desire to learn the methods of your neigh- 
bor that has brought you to this conference of 
county secretaries. The desire to learn more of 
the science and perfect the art by the experience 
of others is the true motive back of every man’s 
attendance at a medical meeting. This, rather 
than class advancement, is our first prime motive, 
end God grant that we never lose sight of the 
high ideals of the fathers of this society. 

The county medical society is not a trade 
union; a business organization; nor a conference 
devoting its time and energy to a discussion of 
hours, pay, cost, competition, restraint, market or 
finance. It is an organization of men who have 
taken for their life work an art made sacred by 
the Healer of Bethlehem, an art respected 
throughout the ages as above trade or commerce 
in its unselfishness and below none in its high 
ideals and devotion to humanity. The work of 
the county medical society is to make bigger, 
broader, kindlier, men—men who can go out 
from its meetings not only more skillful and 
learned in their science, but more worthy the 
respect and confidence the degree of Doctor of 
Medicine should bring. The public have a right 
to demand a greater degree of manhood in the 
medical profession than in those engaged in any 
other line of work. It has a right to demand 
that the man to whom is entrusted the life of 
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the support of a family shall be skillful and 
abreast of the times. It has a right to demand 
that the man in whose care a life is placed shall 
be honest, truthful and thorough. It is just in 
the demand that the man who is called when 
the mother goes down into the valley and kisses 
the white lips of pain, be a man in every sense 
of the word. Gentlemen, the main function of 
the county society is to make men. 

If our profession is not held by all in the 
high regard that it should be, no one is to be 
blamed but ourselves. Have we lived up to the 
ideals of our profession? I ask you how long an 
army fighting among themselves would inspire 
confidence? How long could any body of men, 
united in a common cause, retain respect if rent 
by internal strife? The war of schools, and 
pathies, and sects; the bitter struggle of individ- 
uals everywhere who have placed self above their 
work; the pretensions of.the unfit; the dishon- 
esty of the few; the fee-splitting of the money- 
mad; the ill-spoken slur or sarcasm of the jeal- 
ous—these are the things we have given the pub- 
lic to judge us by. Men engaged in God’s noblest 
calling; men working in the same cause, fighting 
under the same flag; men to whom are trusted 
the secrets of a family too sacred for even the 
confessional ; men who have given even life itself 
in the fight of others against the grim reaper; 
have stooped to speak ill of a brother in the same 
work. If there is aught we lack in the public re- 
spect or esteem, we ourselves are alone responsible. 
God will not ask from what school you are a 
graduate, what honorary degrees you have, what 
scientific discoveries you have made, what medals 
you have won. He will ask if you have tried 
to make your work, your profession, your world 
better. He will ask if you have worked with 
your brother or against him. 

Let me repeat! The main function of the 
county society is to make men—to make men 
and inspire them with ideals. Now there is but 
one place in which to keep ideals and that is in a 
warm heart, a glad heart, a kindly heart. A 
heart can not hold ideals and hatred or jealousy 
at the same time. The two are incompatible. 
The man who clings to the hatred does so at the 
expense of the ideals and he is the loser. The 
garden of his heart grows a harvest of weeds. 
Tt needs cultivation and the place to cultivate this 
garden is right in the county society. Did you 
ever notice how hard it is to spend an evening 
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with a medical fellow you hate, to stretch your 
legs under the same table with his, to listen to 
the same talk you are equally interested in, to 
look at him through a haze of smoke that comes 
from cigars of the same box—and go on detest- 
ing him? Did you ever, under the circumstances, 
find yourself thinking: “Well he doesn’t seem 
to be such a bad sort! Maybe if I knew him 
better—. Perhaps I’ve been too eager to be- 
lieve all I’ve heard?” Did you ever try to pass 
him the next day without speaking? You could 
not do it! “Blood is thicker than water”—he is 
your kin! And do you remember how happy 
you were all day because he stopped and shook 
hands with you and called you “Bill?” What 
brought about the change? Simply the oppor- 
tunity of learning to know each other—the chance 
to “get together.” 

Other professional men are brought together 
at frequent intervals. The nature of their work 
makes it necessary. The practice of medicine is 
an isolated work and we have had little chance 
to learn to know our fellow workers except 
through the medium of the county society. The 
man who does not embrace this opportunity lives 
by himself and try as he may cannot be in tune 
with others. Isolation breeds suspicion and sus- 
picion is the mother of two degenerate children— 
hatred and retrogression. They may be likened 
to weeds. The man in whose heart these weeds 
are grown is a danger to himself, to the com- 
munity in which he lives, and to his profession. 
It is the work of you county secretaries to see 
that these pests are not allowed to grow! They 
poison al] about. We have a specific for this in 
the county medical society. 

Few men can resist the good cheer and elevat- 
ing influence of a good meeting. Make these 
meetings interesting, cordial, informal, enthu- 
siastic—make them irresistible; and get your 
men out if you have to send the sheriff after 
them. They soon get the habit and come with- 
out urging. Even the most hardened old “heath- 
en” will arrive at the stage where he looks for- 
ward to the meetings if you can get him started. 
The county society holding frequent, regular and 
well-attended meetings is doing a splendid work 
even if lacking in scientific spirit. It is creating 
a united profession; establishing an era of co- 
operation, mutual understanding and brotherly 
love. The members have met in a friendly way, 
have laughed over and settled little differences, 
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and have gone home with a kindlier feeling to- 
ward the neighbor who occasionally “gets into 
my territory.” The program may be forgotten 
long before the pleasant remembrance of a com- 
petitor’s hearty hand-shake, but the meeting has 
not been a failure if the fraternal feeling has been 
raised in a single instance from zero to a pleas- 
ant summer heat. “For it’s always fair weather 
when good fellows get together!” Get your men 
together—this is the big problem of the county 
secretary—get your men together! 

The county medical society has two obligations 
to fulfill. Its first duty and consideration is to 
the public—its second to the medical profession. 
Whatever it furnishes its members in inspira- 
tion, knowledge or ideals reverts directly to bene- 
fit the public. The county medical society dif- 
fers from any other organization of workers in 
that it is not a “business” organization. No other 
group of men band themselves together to use 
their best efforts to unselfishly destroy their own 
market as do physicians in their work in pre- 
ventive medicine. The public should be made to 
understand this. It should realize that the county 
society is primarily for them, and for the mem- 
bers only in the educational sense. It should 
know that the physician who leaves his home and 
practice to attend a medical meeting does so in its 
interest, and that the medical man who stays at 
home for fear of losing a dollar is placing money 
value before its welfare. The public should un- 
derstand these things. It is the duty of the 
profession to enlighten it, and when it does un- 
derstand and realizes the importance of medical 
organization, no man can afford to remain out- 
side. 

Speaking broadly, then, the most successful! so- 
ciety is the one that best serves the public. How 
can your society best serve the public? Mind you, 
I am speaking now of the things that go to make 
a successful society. 

1. It should have a full membership. 

2. It should hold frequent, well attended 
meetings. 

3. It should inspire its members with high 
ideals and develop a fraternal and friendly 
feeling. 

4. It should accomplish active, progressive, 
scientific work. . 

Let us consider briefly these four requirements 
of the successful society. 
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MEMBERSHIP 

The county society is the place to forget and 
efface personal feeling. It is in no sense a “club” 
or “social” organization. It should never hear 
the words “politics,” “ins,” “outs,” “factions,” or 
“cliques.” Narrow, indeed, is the man who says, 
“If So and So joins, I will resign.” He places 
personal feeling above the good of the public 
and his profession. The county society should 
have as a member every worthy eligible physi- 
cian in its jurisdiction, and no organization is 
working at its best or accomplishing the maxi- 
mum of good until its membership is complete. 
How can we make our membership complete? 
Let us spend a little time on this, for unfortu- 
nately nearly all of this work falls on the shoul- 
ders of the over-worked county secretary. 

Right here I wish every member of your so- 
ciety could hear me. The average member says 
to his county secretary, “Bully for you—you are 
doing splendidly !” and thinks that, because he is, 
there is nothing to do. Now it isn’t right to let 
the secretary enjoy a monopoly on all of the 
enthusiasm in a society. Many a good secretary 
has been spoiled by being allowed to maintain a 
corner on this necessity. Please carry this mes- 
sage home with you and mail it to every member. 
Every member should be a booster for his so- 
ciety! He should speak always a good word for 
it; praise it as the best society in the state; think 
of it as the best society in the state; and, in just 
a little time, it will be! “Nothing succeeds like 
success!” If every member will boost a little, 
his society will appear so attractive to the non- 
member that he will want to join. 

For several years I have urged that the county 
societies of Wisconsin take up the matter of mem- 
bership at the annual meeting as the most im- 
portant business. I have urged the appointment 
of a “Booster Committee,” whose duty it shall be 
to see that no effort is spared to secure the mem- 
bership of every eligible and worthy non-member. 
This committee should get together and talk over 
every man in the county not a member. Each 
has his individual characteristics and must be 
studied and approached with a different argu- 
ment and in a different way. Jones is selfish— 
he must be shown the value for his money! 
Brown is indifferent—we must appeal to his 
»ride and show him the advantages of member- 
ship. Smith has a grievance which calls for 
soothing treatment. Then again, A may have 
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the greater influence with Smith, B with Brown 
and C with Jones. This committee should study 
the county; make definite, business-like, well- 
laid plans; and then—carry them out! If they 
would do good work and gain results, they should 
see each man desired and make a strong personal 
appeal. Letters help, but you know we doctors 
were never proficient at “absent treatment.” As 
a rule we talk more convincingly than we write, 
and it’s a lot harder to say “No” to you than it is 
to forget to answer your letter. 

Some times an outsider can do more with a 
man who fails to respond to repeated requests. 
In this connection do not forget your councilor 
and state secretary. They are always glad to 
come to your aid. Three years ago I supplied 
each county secretary in Wisconsin with report 
blanks which could be fitted into a binder in- 
dexed with the names of the county societies. I 
asked for the following information on every 
eligible man whose application they had been 
unable to secure. The report read as follows: 


“Report on Dr. .......... of 
Wisconsin. Eligible, but not a member of 
County Medical Society. Age ..... Graduate of 
Year ..... Has he ever been 
a member ..... When ..... Why not now 
Detail what efforts have been made for 
his application. His reply or excuses 


Nearly all of our county secretaries sent me 
some names. Of course, it was impossible for 
me to see these men, but, with the information 
given, I was able to write an intelligent personal 
letter and follow it up a week later if I had no 
reply. I took up one county at a time and 
published in our State Journal at the same time 
a series of short “Booster Sermons” ; with the re- 
sult that, at the end of the campaign, I had per- 
sonally received 132 applications for membership 
in addition to a good number that were sent di- 
rect to the county secretary. I mention this 
merely to show that often a councilor or state 
secretary can be of help if you will only call on 
them. 

ATTENDANCE 


I named the second requirement of a success- 
ful county society as “frequent and well attended 
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meetings.” Unless the members be scattered over 
too large a territory, I believe this rule will hold 
as generally good: “That monthly or, in cities, 
bi-weekly meetings will be better attended than 
those held at longer intervals.” Attendance be- 
comes a habit and interest is not allowed to wane. 
If you will show me the attendance record of a 
society I will tell you twelve times out of ten 
what kind of a secretary the society has. A lazy 
secretary will not get a good “turn-out” for the 
reason that many of the members require a hu- 
man alarm clock “on the job.” 

The practice of merely mailing a postal notice 
a few days before the meeting will answer for the 
“Tegulars,” but is not enough for the others. I 
strongly advise mailing a program, which gives, 
in smaller type, the program of the following 
meeting—this that the men may prepare ahead 
for discussions. To those who need extra ef- 
fort, I would enclose a little personal note with 
the program. A day or two before the meeting 
follow with a postal which may be only a line, 
“lest you forget,” or “last call,” and sign it 
“Boosterly yours.” If some man is especially 
hard to get, telephone him the day before the 
meeting. When these men do come tell them how 
glad you are to see them and make them “at 
home.” When they miss a meeting, write them a 
little letter next day and tell them that you were 
sorry not to have seen them at the meeting; that 
you know they must have been unavoidably de- 
tained, but that you will hope to see them next 
time. And don’t forget to tell them what a dandy 
meeting and good time they missed! Now you 
may call this “sapoviridis,” but old man Human 
Nature likes personal attention; it isn’t much 
work ; a few of these treatments make the patient 
a regular attendant, and, what’s the difference, 
it’s part of the job of being a county secretary. 

The character of the meeting is a big factor 
in drawing an attendance as well as in promoting 
a fraternal and friendly feeling. The program 
should be made out a year in advance and a 
printed copy sent to each member. In addition 
to this the monthly bulletin as issued in a num- 
ber of your societies is a great help. Do not 
overlook social features! The banquet and smoker 
will do more to get doctors together than any- 
thing of which I know, and especially do they 
appeal to the non-member. They break down all 
barriers and we are content to meet as doctors 
only rather than as the only doctors. We meet 
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at these functions on the same level and learn 
to push together, and you can’t quarrel in a side 
by side push. The man we have regarded as a 
“cussed outlaw and pirate” (because our patients 
told us he was), appears through the haze of an 
after-dinner cigar not unlike ourselves, and we 
learn to know him as he is. Plan to have at 
least two social functions a year. Outing and 
picnic meetings are being successfully held in 
many places and one Wisconsin society holds an 
“annual automobile run.” : 
There is little I can tell you about the fourth 
requirement of a successful society, the scientific 
work, as each society must face such widely dif- 
ferent conditions that details are best worked out 
independently. Speaking in a general way I 
would say: First, plan your work far in ad- 
vance and with a definite point in view; second, 
encourage discussion; and third, never let your 
members forget the importance of any interest- 
ing clinical cases they may have. I cannot speak 
too highly of the post-graduate courses as out- 
lined in the Journal of the American Medical 
Association by Dr. Blackburn. This may sup- 
plement or in part supplant the usual formal 


meetings, and the fact that a society is small is no 
reason why it cannot be successfully carried out. 

We must never lose sight of the fact that the 
county society is working primarily in the inter- 
est of the public and while we are educating our- 
selves, the public, through the county society, 
should be educated to an appreciation of medical 


ideals. It should be taught the true relation 
of the physician to society. It should know and 
understand what medical organization stands for, 
that we may receive the co-operation of the peo- 
ple in the work we are trying to do for them. 
Hold an open meeting each year. Invite the 
clergymen, the teachers, the lawyers, and the 
editors. Get in touch with them and make them 
your co-workers. 

To be a secretary is not only to be honored 
but to receive a great responsibility. A society is 
usually what the secretary makes it. You are the 
life of the organization and largely dictate and 
outline its work and policy. Your labor exceeds 
your reward and yet, the results a good secretary 
can accomplish are worth the effort a thousand- 
fold. What has been accomplished in the last 
few years for the profession at large, you can do 
at home. With high ideals of constructive work, 
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with unselfish ambition for the elevation of the 
profession, with energy to fight for all that is 
right and against all that is wrong, you local 
secretaries can build for the profession of your 
vicinity a place in society lower than none. And 
so, gentlemen, I urge upon you a full realization 
of the great possibilities of your positions. Yours 
is the world of medicine! The profession of 
I}linois has placed in your hands the welfare of 
organized medicine in your state and this means 
the welfare of the people. It is a trust you 
cannot consider too seriously. The possibilities 
of the work you men can accomplish are bound- 
less, for it is the work of making men. 

If you would be successful secretaries be opti- 
mistic, never lose faith, never admit that the 
work you lay out or the ideals you cherish can- 
not be realized. Make generous use of “Booster- 
ism,” for it is a heart stimulant! It is a strychnia 
for doubt—a digitalis for failure. It brings joy, 
and faith, and a strong hand-grasp. It helps you 
to know your brother, to work with him, to be- 
lieve in him and to love him. “Boosterism” will 
heal bruised hearts, mend shattered hopes, ce- 
ment broken friendships, grow new ideals. Be a 
booster—always and succeed ! 


“Somebody said that it couldn’t be done, 
But he, with a chuckle, replied 

That ‘maybe it couldn’t,’ but he would be one 
Who wouldn’t say no till he tried. 

So he buckled right in, with a trace of a grin 
On his face. If he worried, he hid it. 

He started to sing as he tackled the thing 
That couldn’t be done, and HE DID IT!” 


I want to thank you gentlemen for the op- 
portunity you have given me to come to your 
meeting and make your acquaintance. I am 
proud to know you secretaries of Illinios and I 
trust that some time the acquaintance may be 
renewed. This has been a day I shall long re- 
member. 





SINCE I WENT TO CHICAGO.* 


A. C. Raaspatz, M.D., C.M. 
CREAL SPRINGS, ILL. 


The title of this paper might be construed to 
cover everything—any occurrence that might 
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have taken place “since I went to Chicago”— 
but this being an assembly of medical men, I am 
only supposed to speak of medical matters, or 
happenings, “since I went to Chicago.” 

An experienced reader learns to read between 
the lines, and we sometimes “see the handwriting 
on the wall,” if we are careful to look, long be- 
fore the thing actually happens. “There is some- 
thing in the wind,” so to speak, which should in- 
terest every medical practitioner in the state of 
Illinois. Chicago is a big city, one that all 
Illinois is proud of, but we are more proud of 
physical and commercial conditions there than 
we are of other conditions which are in propaga- 
tion or course of development and evolution, and 
which are now being brought forward or put be- 
fore a select few to be passed upon and forced 
upon the rest without their consent or consid- 
eration. ‘The great College of Surgeons, which 
you have no doubt heard of, is going to hold a 
meeting to discuss whether you and I are com- 
petent to do surgery, and whether we must be 
legally restricted to the practice of minor and 
emergency surgery. Where is the line to be 
drawn between minor and major surgery? 

I went to Chicago. I went to see and I saw. 
I expected to see the great surgeons operate and 
I saw them. Saw one doing a major operation 
let his knife fall to the floor, saw it picked up 
and put to work again without being sterilized. 
Of course, I only saw this done once, but it 
should never be done by one of the great Chicago 
surgeons who are away up in “Q@” in the Con- 
gress of Surgeons, who want us to bring them all 
our cases, and because we choose to do a little 
operating they want to legislate us out of busi- 
ness, “since I went to Chicago.” 

I know I am a small potato, and I feel my lit- 
tleness when compared to some of the Chicago 
surgeons, but my knife is just as sharp, my tour- 
niquet just as competent to stop blood, my hands 
are steady, eyesight good, never “get rattled,” 
there is no source of information open to them 
that is not equally accessible to me, and I can 
understand the English language when I read 
it, can look through a microscope, a cystoscope, 
can make a blood count, analyze urine, sputum, 
etc., and have access to laboratories all over the 
country to do my analytical work if I do not wish 
to do it myself, just like the Chicago surgeons 
do it, and last, but not least, I am an American 
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citizen, entitled to all the legal rights, privi- 
leges and immunities belonging thereto, and no 
man in America is entitled to more. All of us 
are supposed to be sensible. Our brains are nor- 
mal, or at least, we would be offended at any one 
who would say they were not. We have all com- 
pleted the requirements alike imposed by the 
state, and graduated in medicine, and all have 
been licensed alike to practice without any dis- 
tinction as to competence, and now come along a 
few who want to draw a line between the so- 
called competents and the incompetents, and 
not allow one class to step across the line into 
the other class without first being registered and 
paying a fee and renewing yearly thereafter by 
paying said fee, all since “I went to Chicago.” 

Now, let’s analyze a little. We all know that 
the number of medical colleges is being cut down 
and that there is a smaller number of recent 
graduates turned out now in proportion to the 
number of teachers. We also know that country 
doctors are being better educated now than for- 
merly, and that they are doing more surgery 
now than ever before in the history of medicine. 
Also, the city surgeons are conducting free clin- 
ics to which hundreds of people are going who 
are able to pay, and these facts are becoming 
alarming to a few of the city surgeons, and they 
have started this nonsensical thing with a hope 
of forcing the country doctor to send all their 
cases of major surgery to them. We have plenty 
of city surgeons who are honorable enough to 
stay out of this organization, and they are the 
ones that will deserve the patronage of the coun- 
try doctor and not the one who wants to get the 
eases by force of law. 

A man’s ability should be the only standard to 
judge him by. The public soon learns the repu- 
tation of the physicians in their neighborhood, 
and we all know that public opinion is the su- 
preme ruling power in this country and all other 
countries. Public opinion elects presidents. 
Public opinion dug the Panama canal. Public 
opinion has thousands of times prevented the en- 
forcement of the law. Public opinion changes 
the form of governments, overthrows kingdoms 
and is the highest human power of the universe. 
Then why not let public opinion decide the com- 
petence of the surgeon and give the patient his 
inherent right to choose his own medical attend- 
ant? Suppose a great accident should happen 
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in a community where there was no licensed sur- 
geon, or one the patient did not want. What is 
to be done? Go to Chicago! 

Would a strangulated hernia be major or mi- 
nor? Could the patient wait in all cases for 
the major surgeon? Plenty of other instances 
could be cited. Class legislation is always fos- 
tered by the class it is intended to benefit, and 
never by the majority. Then who would it bene- 
fit? Who has the greatest mortality, the sur- 
geon in the large city, or the small town? The 
answer is easy for one who has had the oppor- 
tunity to make observation. It is an absolute im- 
possibility for surgeons in large cities and gen- 
eral hospitals to be as aseptic in their work as 
one can be in a rural district. In the latter one 
is not surrounded by all kinds of infective mate- 
rial exposed to contagion, bad air, bad ventila- 
tion, etc. All homes in the country are not safe 
to operate in, but most of them can be made safe 
by taking a little pains to prepare the room. 

This proposed plan is to organize the “Ameri- 
can College of Surgeons, charge an initiation fee 
of $25.00 and annual dues of $5.00, and issue 
to members a diploma conferring the degree 
“Fellow of the College of Surgeons” (F. C. S.), 
and make it an offense for anyone not a member 
to practice major surgery. If a member should 
fail to pay his dues and be dropped, he would 
have to discontinue his major surgery until he 
paid the $5.00 and was reinstated. Did anyone 
ever hear of such rot? I never did, till 1 went 
to Chicago. 

A bill was introduced in the legislature of Illi- 
nois in April to regulate the practice of surgery 
to conform to this so-called College of Surgeons, 
and the bill provides that no physician “shall 
perform any surgical operation other than that 
of minor surgery and family practice or emer- 
gency surgery” unless he has been licensed in sur- 
gery by the State Board of Health. To secure 
this license he must pass an examination before a 
commission of licensed surgeons composed of one 
member nominated by the Governor of Illinois, 
and one member nominated by the “president of 
each university in the state of Illinois having a 
medical department recognized by the State 
Board of Health as complying with the rules and 
regulations of said board.” This excludes from 
representation in the commission all duly char- 
tered medical schools not affiliated with any 
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university and those which are not departments 
of universities not located in the state of Illinois. 

The candidate for the right to practice sur- 
gery is not eligible to take the examination un- 
less he has been in practice five years or over, 
has had at least one and one-half years’ experi- 
ence as an interne in a hospital, or has studied 
surgery in a graduate school of an American uni- 
versity for at least one and one-half years, or 
some foreign university for one and one-half 
years, or been engaged for three years as an as- 
sistant to a surgeon duly recognized by the State 
Board of Health. Now, why this extra half year? 
There are numbers of physicians who have had 
one year in hospital work as an interne, but few 
who have had the extra half. The answer is ob- 
vious. To cut them out, of course. 


If the line should be drawn between major and 
minor surgery, on which side would they place 
- fractures and dislocations? Tracheotomy? In 
the latter, would the patient live till a Chicago 
doctor could be sent for? Where would they 
place hepatic abscess? Carbuncle? Tonsillot- 
omy, and innumerable other cases the physician 


has to encounter? 

The facts are these: We were taught to do 
surgery, were licensed to do it, and we are be- 
ginning to find out that we can do it as well as 
any other fellow, and we know that city surgeons 
are human beings, just like ourselves, then why 
is it that it has become necessary to enact such a 
law. The city surgeon is becoming alarmed. His 
country cousin is waking up and asserting his 
right and the city fellow has reached the point 
where he must depend upon skill and not legisla- 
tion to get business. He is now in competition 
with his country cousins, who are getting busi- 
ness which he wants. What physician at this day 
of advanced thought wants to send all his cases 
_with good fees to the city and keep the ones that 
pay the small fees? Not I, since I went to Chi- 
cago. 

The difference is this: In the country we have 
to depend upon our reputation among the laity 
to get business, while the city surgeon has to de- 
vend upon the country doctor. There is where 
this whole trouble has originated. Conditions are 
changing, the number of recent graduates are 
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falling off rapidly on account of higher medical 
education and entrance requirements. The coun- 
try physician of today is quite a different man 
from that of twenty-five years ago and the city 
surgeon has either got to fall in line and help 
legislate the country doctor out, or bring him- 
self in through his reputation among the laity. 
Some great changes will take place soon. A few 
bosses can manipulate things for a while, but 
their final fall is inevitable, as has been frequently 
demonstrated. About the time they think they 
own the whole country, public opinion steps in 
and the bosses step out. My advice is to assert 
your rights. Fight for a square deal and never 
quit till you win. There are thousands of good 
physicians and surgeons in the cities who are will- 
ing to be measured by their ability and who will 
treat a country competitor with proper respect, 
but when you come in contact with one of these 
extremists give him rope and let him do the rest. 

In conclusion, I want to urge the profession 
to be independent. Fight for your rights and do 
not allow a few bosses to enact legislation of this 
kind while you glide along unsuspecting a lion 
in lamb’s clothing. It is my opinion that a list 
of the names of those agitating this question 
should be kept for future reference and all pat- 
ronage withdrawn from them. In a sense they 
are the worst advertisers in the profession, and 
they only object to advertising men when it ap- 
plies to a competitor, “since I went to Chicago.” 





—The University of Cincinnati is said to be 
co-operating with the city health department in 
the inspection of foods and examination of 
samples of milk, etc., by students in its public 
health courses. This is entirely practicable and 
is a further development of such work as carried 
on in some public schools. In the latter case, 
however, the publicity feature is left to the stu- 
dents who can be relied on to report the findings 
to their families who in turn will turn down the 
milkman who furnishes dirty, skimmed milk. If, 
however, it is intended to prosecute dealers who 
do not comply with ordinance provisions, some 
difficulty might be encountered in proving a case 
with such evidence. 
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Editorials 


COLIC IN EARLY INFANCY. 

Pain and crying in the infant are mere pro- 
tective reflexes and as the infant is a mere bundle 
of reflexes slight stimuli are sufficient to elicit 
these reflexes. A little later in the infant’s career 
the babe may insert its finger into the mouth or 
pull its ear or give some other focalizing indica- 
tion. During the first few months the only reflex 

responses to pain are crying, contraction of the 
‘ abdominal muscles and flexion of the legs. Ab- 
dominal pain being of such common occurrence 
these phenomena are usually considered sufficient 
for a diagnosis of abdominal pain; if a careful 
microscopic examination be made of the bowel 
movements at such times there is frequently 
found evidence of some digestive disturbance suffi- 
cient to cause the symptoms. On the other hand 
there are many of these cases in which the most 
painstaking examination of the stools fails to 
show cause for the constantly recurring abdom- 
inal pain and to this last group of cases is given 
the name of dysperistalsis. 

Dysperistalsis or inco-ordination of the motor 
functions of the intestines is the commonest 
cause of colic of infancy. 


Prof. C. 8. Sherrington says: “The sensory 
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nerve endings in the intestines are to be regarded 
as highly specialized receptors, sensitized to re- 


_ ceive one class of impressions only—those which 


are of an essentially useful or protective nature. 
By a process of selective adaptation the apprecia- 
tion of all other varieties of stimuli has been sup- 
pressed ; those only are operative which are asso- 
ciated with dangers to the motor functions.” At 
birth the intestinal contents—meconium—are of 
a character best suited for the education of these 
motor nerves. The salve-like consistency of the 
meconium thoroughly lubricates the bowel and 
has sufficient body to form a normal bowel move- 
ment. Where nature is allowed to progress along 
her selected way the meconium does not disappear 
from the stool for several days—sufficient for the 
requirements of the nerve endings to become edu- 
cated to the slight stimuli thus rendered; the 
rectum is educated to empty itself when it has 
become filled with this soft jelly-like mass. 

However, this course is frequently interfered 
with and the too frequent habit of giving the 
child a brisk laxative on the first or second day 
is a cause of much abdominal] distress. By so 
doing the natural evolution is upset and the rec- 
tum is taught to have a bowel movement upon the 
greater stimulus of a laxative and thus is in- 
augurated a vicious circle of laxative—bowel 
movement—constipation—laxative. With all 
this mal-education really established before the 
natural aliment of the child has become estab- 
lished, the child now must endure a period of 
painful] re-education. 





NEW TUBERCULOSIS SANATORIUM AT 
BELVIDERE. 


Dr. A. J. Markley, treasurer of the Illinois 
State Medical Society, has taken over St. Jo- 
seph’s Hospital, which will hereafter be known 
as the Belvidere Sanatorium for the Treatment 
of Tuberculosis. The location of the hospital 
on one of the highest points of land in Illinois 
commands a view of the beautiful Kishwaukee 
Valley. The surrounding dairy country insures 
an abundance of pure milk, which, with the pure 
water supply, is so essential in the treatment of 
this disease. These advantages, together with the 
somewhat isolated location, combine to make con- 
ditions ideal. 

There are but few institutions of this kind in 
Illinois, and Belvidere now takes its place in the 
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front rank of the cities in this country that are 
prepared to solve the problem of providing care 
for the tuberculous. This up-to-date ard ideally 


located tuberculosis sanatorium, in its efforts to— 


help victims of this dread disease, should receive 
the hearty support of the medical profession in 
this and surrounding states. 





COOK COUNTY TUBERCULOSIS HOS- 
PITALS 

The committee on Cook County Tuberculosis 
Hospitals, consisting of Dr. Theodore B. Sachs, 
chairman; Dr. Ethan A Gray, Dr. Stephen R. 
Pietrowicz and Mr. James Minnick, secretary, 
appointed by Mr. A. A. McCormick, president of 
the Board of County Commissioners, has issued a 
comprehensive report on the conditions of said 
institutions. The report is accompanied by a 
set of definite resolutions. 

It is stated that the conditions in these insti- 
iutions remained about the same through suc- 
cessive county administrations and that in order 
to fulfill their functions of drawing from the 
community the sources of tuberculous infection, 
administrative, medical, nursing and dietary re- 
gimes of said institutions must be revolutionized. 

The report states that the chief object of the 
County Tuberculosis Hospitals is hospitalization 
of advanced cases of tuberculosis. This can be 
accomplished by so improving the medical, nurs- 
ing, dietary and administrative regime that the 
patients will go and stay willingly there, knowing 
that they are getting a chance. At present they 
go there only at a stage of utter physical and 
economic helplessness, after having infected other 
members of the family. 

At present these institutions are simply shells 
without the necessary inside machinery. 

The committee recommends the following: 


OAK FOREST TUBERCULOSIS HOSPITAL 


1. Capacity 600 after the new tuberculosis 
hospital and eight open-air cottages are con- 
structed. 

2. One physician for éach fifty patients, 
graded as follows, for 600 patients: 

One head physician, $2,400 plus maintenance 
vf self and family. 

Three assistant head physicians, $1,800 plus 
maintenance. 
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Eight assistant physicians, $1,500 each plus 
maintenance. 

3. Nurses. One nurse for each 10 bed pa- 
tients ; one nurse for each 15 ambulatory patients. 

Of these nurses there should be for every 50 
patients, one graduate nurse from a recognized 
training school. These nurses should be graded 
as follows, for 600 patients: 

One head nurse, $1,800 plus maintenance. 

One assistant head nurse, $1,200 plus main- 
tenance. 

Ten graduate nurses, each at $840, plus main- 
tenance. 

Thirty-three female attendants at $540 to $600 
each. 

4. Diet. Employment of a trained dietitian, 
whose duty would be the supervision of the food 
supplies received in the preparation of the pa- 
tients’ diet, of the quantities of various foods 
used, of the method of preparation of the diet 
as well as the method of serving same, said dieti- 
tian to receive a salary of $1,800 per year, plus 
maintenance. 

5. Laboratory. Appropriation of $2,000 to 
purchase laboratory nose and throat and medical 
equipment for thorough study of cases. 

6. Visiting nose and throat physician. Em- 
ployment of visiting nose and throat physician, 
one or two afternoons per week, at compensation 
of $10 an afternoon. 

7. An appropriation for the purchase of 
equipment necessary for. open-air treatment of 
suitable cases. 

8. A full quota of domestic service rendering 
unnecessary the assignment of work to patients 
whose condition forbids it. 


TUBERCULOSIS DEPARTMENT OF THE COOK COUNTY 
: HOSPITAL 


1. Early restoration of its full capacity of 
324 beds which is curtailed to 220 beds at present 
by the building operations at the institution. 

2. Establishment in this department of two 
diagnostic wards of six beds each to start with, 
one ward for men and one ward for women, for 
the accommodation of suspicious cases of tuber- 
culosis, which require for their diagnosis thor- 
ough hospital study. 

3. Employment of a resident head physician 
at a salary of $1,800 and maintenance. 
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4. A special staff of four attending laryngolo- 
gists. 

5. An appropriation of $1,500 for purchase 
of laboratory and nose and throat equipment. 

6. Employment of a trained dietitian, whose 
duty would be the supervision of the food sup- 
plies received in the preparation of the patient’s 
diet, of the quantities of various foods used, of 
the method of preparation of the diet, as well as 
the method of serving same, said dietitian to re- 
ceive a salary of $1,800 per year, plus mainte- 
nance. 

7. A sufficient increase in the domestic service 
of the department, to keep it in most sanitary 
condition, and assist the nurses in the arduous 
labor connected with the care of bedridden pa- 
tients. 

8. Interne service to cover one consecutive 
month instead of the present interrupted service 
of three weeks; and the terms of service of in- 
ternes overlapping each other. 

9. Extension of the nursing service of the 
general hospital to the tuberculosis department. 

UPON MOTION OF DR. J. CHASE STUBBS 

The Council of the Chicago Medical Society 
endorsed the recommendations of the Chicago 
Tuberculosis Institute for a more comprehensive 
medical and nursing service in the Oak Forest 
Tuberculosis Hospital and tuberculosis depart- 
ment of the County Hspital; as well as purchase 
of all necessary medical laboratory and nose and 
throat equipment for thorough study and efficient 
treatment of cases; employment of a trained 
dietitian in each institution to improve the qual- 
ity, character of preparation and method of serv- 
ing diet; increase in the domestic service of said 
institutions; in other words, such an improve- 
ment in the condition in said hospitals that the 
patients may willingly go and stay there, knowing 
that their cases will be thoroughly studied and 
efficiently treated; this improvement in condi- 
tions in said hospitals facilitating the hospitaliza- 
tion of advanced cases of tuberculosis, which at 
present remain in the homes of the poor, destroy- 
ing their families financially and physically. 





NEW AND NONOFFICIAL REMEDIES. 

Since publication of New and Nonofficial Rem- 
edies, 1913, and in addition to those previously 
reported, the following articles have been ac- 
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cepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association for 
inclusion with “New and Nonofficial Reme- 
dies” : 

Agglutinating Sera for Diagnostic Purposes. 
—These are the sera of animals (horses) im- 
munized against various bacteria. For use a s0- 
lution is added to a suspension of the bacterium 
to be tested, and after incubation for a certain 
period the mixture is examined. 

Agglutinating Serum for the Indentification 
of Bacillus Paratyphosus A.—Intended for use 
by the macroscopic method. H. K. Mulford Co., 
Philadelphia, Pa. 

Agglutinating Serum for the Identification of 
Bacillus Paratyphosus B.—Intended for use by 
the macroscopic method. H. K. Mulford Co., 
Philadelphia, Pa. 

Agglutinating Serum for the Identification of 
Bacillus Typhosus.—Intended for use by the ma- 
eroscopic method. H. K. Mulford Co., Phila- 
delpha, Pa. (Jour. A. M. A., Nov. 1, 1913, p. 
1630.) 

Antistreptococcie Vaccine (Scarlatina Pro- 
phylactic)—For description of Streptococcus 
Vaccine see N. N. R., 1913, p. 226. The Ab- 
bott Alkaloidal Co., Chicago. 

Strepto-Bacterin (Scarlatina Bacterin) Po- 
lyvalent.—For description of Streptococcus Vac- 
cine see N. N. R., 1913, p. 226. The Abbott Al- 
kaloidal Co., Chicago. (Jour. A. M. A., Nov. 
15, 1913, p. 1811.) 

Silk Peptone “Hoechst.”—-Peptone made from 
silk and standardized to a uniform rotatory pow- 
er. It is used for the detection of peptolytic fer- 
ments, either by changes in optical activity or by 
the precipitation of tyrosin produced by its di- 
gestion. Farbwerke Hoechst Co., New York. 
(Jour. A. M. A., Nov. 15, 1913, p. 1811.) 

Acne-Bacterin Polyvalent.—For description of 
Acne Vaccine see N. N. R., 1913, p. 221. Ab- 
bott Alkaloidal Co., Chicago. 

Coli-Bacterin Polyvalent.—For description of 
Bacillus Coli Vaccine see N. N. R., 1913, p. 221. 
Abbott Akaloidal Co., Chicago. 

Friedlander Bacterin Polyvalent.—For de- 
scription of Friedlander Vaccine see N. N. R., 
1913, p. 222. Abbott Alkaloidal Co., Chicago. 

Gonococcus-Bacterin Polyvalent.—For descrip- 
tion of Gonococcus Vaccine see N. N. R., 1913, 
p. 223. Abbott Alkaloidal Co., Chicago. 








Pneumo-Bacterin Polyvalent.—For descrip- 
tion of Pneumococeus Vaccine see N. N. R., 
1913, p. 224. Abbott Alkaloidal Co.,-Chicago. 

Staphylo-Acne-Bacterin Polyvalent.—For de- 
scription of mixed vaccines see N. N. R., 1913, 
p. 224. Abbott Alkaloidal Co., Chicago. 

Staphylo-Albus-Bacterin Polyvalent.—Abbott 
Alkaloidal Co., Chicago. 

Staphylo-Aureus-Bacterin Polyvalent.—Abbott 
Alkaloidal Co., Chicago. 

Staphylo-Bacterins (Human) Albus-Aureus- 
Citreus.—For description of Staphylococcus Vac- 
cines see N. N. R., 1913, p. 225. Abbott Alka- 
loidal Co., Chicago. 

Strepto-Bacterin (Scarlatina Bacterin) Po- 
lyvalent.—Abbott Alkaloidal Co., Chicago. 

Antistreptococcic Vaccine (Scarlatina Pro- 
phylactic.)—Abbott Alkaloidal Co., Chicago. 

Strepto-Bacterin (Human) Polyvalent.—For 
description of Streptococcus Vaccines see N. N. 
R., 1913, p. 226. Abbott Alkaloidal Co., Chi- 
cago. 

Typho-Bacterin 
loidal Co., Chicago. 

Typhoid Prophylactic—For description of 
Typhoid Vaccine see N. N. R., 1913, p. 227. 
Abbott Alkaloidal Co., Chicago. (Jour. A. M. 
A., Nov. 22, 1913, p. 1900.) 

Arheol.—Arheo] is santalol, the chief constit- 
uent of sandalwood. Its acton is the same as 
that of sandalwood oil, but is claimed not to 
cause disturbance of the stomach or the kidneys. 
Arheol is marketed only in the form of Arheol 
Capsules, 0.2 Gm. Alexandre Astier, Paris, 
France. (Jour. A. M. A., Nov. 22, 1913, p. 
1900.) 


Polyvalent.—Abbott Alka- 





RESOLUTIONS PASSED BY THE NORTH 
CENTRAL ILLINOIS MEDICAL ASSO- 
CIATION AT LA SALLE, ILL., 

DEC. 2, 1913. 


Wuereas, The Chicago Tribune, by its war- 
fare upon quackery, has rendered the people an 
invaluable service, and is purging the profession 
of a horde of vampires who prey upon the cu- 
pidity and misfortunes of suffering humanity, 
thus disgracing an honorable profession; there- 
fore, 

Resolved, That we hereby extend the thanks 
of this Society to the Tribune for the splendid 
campaign which it has so ably and effectively in- 
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augurated and pledge our support in its further 
efforts. 

Resolved, further, That a copy of these resolu- 
tions be sent to the Chicago Tribune, and also 
published in the ILLrno1s MepicaL JOURNAL. 





Correspondence 


This department is devoted to the individual 
expression of opinion. It is open to both sides of 
any question which is of interest to the medical 
profession irrespective of the views of the edi- 
torial management. Communications are invited, 
but as the space is necessarily limited, they should 
be short and to the point, and should be free 
from offensive personalities. 





THE AMERICAN COLLEGE OF SUR- 
GEONS.* 

The American College of Surgeons differs from 
the medical organizations formed heretofore, 
whose aims have been purely fraternal or scien- 
tific. The College of Surgeons has for one of its 
purposes the classifying of those in it and a cor- 
responding disadvantage to those not on the list. 
Tt is this disadvantage to outsiders, produced by 
the arbitrary selection of members by the col- 
lege, which brings up the question whether the 
American College of Surgeons is to be regarded 
as an ethical association or not, and this ques- 
tion brings it within the jurisdiction of the 
American Medical Association. 

* The college gives a title of “fellow,” which im- 
plies distinction and special ability. The power 
to give this title, which should rest in the Ameri- 
can Medical Association, provided it were even 
expedient to give any title, is assumed by the 
founders of the college and the titles are dis- 
tributed with a scant investigation of qualifica- 
tions, as implied by the papers sent to sponsors 
to be filled out to qualify candidates. There is 
no control of this selection by the profession as 
a whole, and it represents no more than oppor- 





*Response given at meeting of the North Side 
Branch of the Chicago Medical Society, December 
12, 1913, to a letter written by J. F. Williams asking 
for information from the President of the Branch 
as to whether the College of Surgeons was not detri- 
mental to the interests of the American Medical Asso- 
ciation and its constituent bodies. 
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tunity to join a society for the monopoly of sur- 
gery. Nevertheless, the laity, unitiated and eas- 
ily won by aristocratic pretensions, will look upon 
the title of fellow as evidence of peculiar fitness 
to do surgery on the part of its possessor and 
so will be led to choose him in preference to his 
brother, who may be his equal in ability, but is 
not in the college. It is here that a wrong is done 
the profession at large by the college, especially as 
the title is peculiarly effective in public esteem, 
because backed by the three famous men who 
have incorporated the college. They have thus 
assumed the royal power of distributing favors. 
There is no questioning that their list is well 
selected and contains the names of surgeons of 
fame and great reputation, but the mere matter 
of this assumption of power is a menace to the 
medical republic. The successors of these men 
may be less wise and abuse is sure to creep in. 

The college represents the old temptation felt 
by men of ability, who see mediocrity held as 
highly as talent by the public, to proclaim by 
direct statement that they are the ones best fitted 
for the work—that is, to let self-praise, however 
disguised, rather than their achievements, speak 
for them. The widespread publicity in the press 
given the college, the spectacular display of caps 
and gowns in procession, are all designed to at- 
tract the attention of the laity and impress upon 
it that the greatest talent in surgery is to be found 
in the membership of the college. This is un- 
fair to those not in the college and in my opin- 
ion unethical, and I think that the founders of 
the college have made a mistake in creating it. 
It will not uplift the standard of surgery in 
America, but merely create dissension. Let us 
hope that the question of the propriety of the 
College of Surgeons will be considered calmly, 
in a judicial spirit, whether within or without 
this body, good friends and good fellows. 

Orro Freer; M.D. 





IN RE THE AMERICAN COLLEGE 
SURGEONS. 


Chicago, Dec. 19, 1913. 


OF 


To the Editor: 

Considering the remarks in the Chicago Med- 
ical Society Bulletin and the ILLino1s Mepicat 
JourNnaL, I wish to say a few words: 

Dr. F. H. Martin has very ably founded and 
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edited et great expense and enormous labor a 
journal that has become a truly international 
journal of surgery. The whole surgical world by 
it has learned of Chicago and American Sur- 
gery as never before. 

In 1910 Dr. Martin called and very ably man- 
aged the first Surgical Congress in Chicago, 
which established Chicago as a surgery clinic 
center in the eyes of the United States, and 
indeed, the world, and all the Chicago surgeons, 
great and small, were given an equal chance. In 
1911 and 1912 the Surgical Congress was con- 
ducted successfully in Philadelphia and New 
York. 

The magnitude and responsibility of this work 
accentuated the importance of an effort to, in 
some way, further elevate the practice of surgery 
and stimulate the ambition of those wishing to 
do surgery. This idea resulted in the proposed 
formation of a “College of Surgeons.” 

In 1913 Chicago surgeons again had the re- 
sponsible honor of holding surgery clinics before 
men from all parts of this country and Canada 
and from Europe. The eminently fair behavior 
of the leading Chicago surgeons to the smallest 
hospital clinicians, and even to men never before 
heard of as teachers, was marked. The unknown 
surgeon had an equal chance to show his ability, 
and to become known, but thus far few have 
shown their appreciation of this. 

In so democratic a country as this, naturally 
the institution of a college of surgery would 
cause some criticism. Criticism was also in- 
dulged in when the medical college standards 
were raised, but just as this was right, so also is 
it right that there should be something higher 
than the mere medical college M.D. for both the 
physician and the surgeon. 

It is to be expected that there would be many 
who would not be in accord with the method of 
procedure, a matter of no little difficulty. This 
same cry of aristocracy went up when, years ago, 
the men who had honorably worked and won by 
“competitive” examination, and served at great 
self-denial and expense a long interneship in 
some good hospital, wished to use some designa- 
tion after the M.D., as they do in France, and 
gvhich they had a perfect right to do. 

In this country someone must take the initia- 
tive, and who is better able than the men who did, 
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and to Dr. Martin was naturally given the posi- 
tion of secretary, because of his known executive 
ability. 

Dr. Martin traveled the country through and 
consulted the leading surgeons, and from the sug- 
gestions of these men proceeded to the work, as- 
sisted by “the Regents” chosen in Washington 
in May, 1913—Dr. Finney of Baltimore being 
elected president. 

Perhaps it would have been better to have 
everyone take an examination. Indeed, I, per- 
sonally, would have valued the position of Fel- 
low more had I done so, though the magnitude 
of the task made that impossible at the begin- 
ning, but it certainly should be the rule later. 

The state demands a medical college matricu- 
lation and years of study and a diploma, and 
lastly a State Board examination which permits 
one to practice both medicine and surgery. 

The medical societies demand various qualifi- 
cations, and the special societies a certain num- 
ber of years of special practice and a thesis, and 
no one objects to them. None of these can, or 
do, debar a licensed practitioner from practicing 
either generally or specially any branch of medi- 
cine or surgery. 

The College of Surgeons has also the right to 
demand certain qualifications and years of spe- 
cial training and to admit, at the outset, those 
that it feels are qualified without examination. 
To demand an examination in the future is also 
proper. The college, if honestly conducted, will 
give an impetus to the profession, inspire the 
young man aspiring to surgery with ambition to 
study and improve himself and later to prove 
himself worthy of the high honor that is his for 
the working, viz., an increased confidence of the 
American public and better results in operations 
and an increased respect for himself. 

However distasteful it may be to quote the 
Royal College of Surgeons, it would be better if 
properly understood. The M. (member) R. C. 8. 
is the first degree. Years after, usually 5-7 or 
10, the F. R. C. S. (fellow) is taken by examina- 
tion. Many men continue only as members all 
their lives and still are surgeons, but the majority 
are stimulated in ambition to obtain the fellow- 
ship, and the fact remains that while some Amer- 
icans would do just as good work without it, the 
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majority will be vastly improved by the stimula- 
tion to ambition. 
Very fraternally, 
(Signed) A. Betcuam Keygs, M.D. 





CONTRIBUTION TO THE TREATMENT OF 
GASTRIC CRISIS. 


Max Fuchs of Leignitz (Muench. Med. Woch., 17, 
June, 1913) recommends in his paper on the treat- 
ment of gastric crisis, before resorting to morphine, 
lumbar injections of novocaine-suprarenin. He cites 
the case of a tabetic patient who had been suffering 
for months with gastric crisis and in whom the va- 
rious methods of treatment had been used without 
giving any benefit and in whom he tried this method. 
Two injections administered within a few days were 
sufficient to relieve the patient, and he has had no 
return of his pain in five months. The author thirks 
it worth while to give this treatment a trial, espe- 
cially as it is very simple, and in case of a recur- 
rence, can always be repeated. 





FUNEREAL FUN. 


Here you find the touch of care that gives expres- 
sion to affection and memory. 

A Cemetery Advertisement. 

1. Immediate cause of death, convulsions. Contrib- 
uting cause, “God knows.” 

2. ‘-Immediate cause, puerperal septicemia. Contrib- 
uting cause, “Dr. John Doe.” 

3. As this patient died from natural causes, no in- 
quest was deemed necessary, and none was held. 

4. This man had bronchitis; in fact, he never 
fully recovered from it. It left him with a hacking 
cough, which finally worried the life out of him. 

5. “Epopic Pregrency.” 

From Sample Death Certificates. 
Little Georgie died from screams. 
“Conpyphical.” 
“Not ripe.” 
-“Dead bird.” 
“Too soon.” 
Length of this gestation, “Nine inches.” 

From Still-Birth Certificates. 
Let us so live that when we die 
Even the undertaker will be sorry. 


AND WHEN READY TO GO, “DON’T FORGET 
JOE.” Undertaker’s Advertisement. 

If you read the paragraphs above, don’t dismiss 
them as the poor attempts of a would-be jokesmith, 
nor say with the farmer when he saw the hippo for 
the first time, “There ain’t no such animal.” These 
are all copied from official documents and could be 
duplicated by any official who sees a large number of 
certificates. The physician who signs his name as 
the cause of death is so common that he has ceased to 
be a joke, while the reporting of death from uterine 
fibroid in a “male” fails to excite comment. 





ILLINOIS MEDICAL JOURNAL 























Courtesy of American Medicine. 


Auto Sparks and Kicks 


THINNING GREASE AS DAYS GROW 
COLDER. 

While the engine oil and the grease in the 
gear case claim most of the attention given to 
the lubricating system, it should not be forgot- 
ten that the grease in the grease cups hardens 
up considerably in’ cold weather. It should be 
thinned with a little lubricating oil or replaced 
by grease that is lighter. 





BRIGHTENING TIRES WITH STOVE 
POLISH. 

A good alternative to the white paint often 
used to brighten up tires is said to be ordinary 
black-lead stove polish well rubbed on when the 
tire is clean. The black, slippery surface is neat 
in appearance, does not show dirt as quickly as 
the white and is more durable. 

Oil economy, which has never entered the 
minds of many makers, will be forced upon them 
in a few years, just as fuel economy is now being 
forced upon the foreign manufacturer.—The Au- 
tomobile. 
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HANDY REPAIR FOR CRACKED WATER 
JACKETS. 


When you happen to crack a cylinder by frost 
and to close the leak incident thereto, run the 
engine until quite hot, with no water in same, 
then stop and take 4 ounces of sal ammoniac 
and pulverize to a fine powder, mix with fine 
steel filings about 1 ounce, then add strong cider 
vinegar to bring the mass to the consistency of 
thin putty. Then with an old knife fill the 
cracks and press tightly into same. Now allow 
it to stand two days to “set,” then polish off 
with an old file. Then paint over with black 
fireproof paint and the job cannot be told from a 
solid piece of cast iron.—Motor Life. 





TAKE IT OFF AT ONCE. 


Never let mud stay on the bodywork, as it is 
harmful to the polish. The slush on many roads 
at this time is particularly harmful, owing to 
the oil used to prevent dust flying —Motor Print, 
July, 1913. 





HEATING THE AUTO. 


A simple form of heating a car is to utilize 
the heat which comes from the motor through 
the exhaust pipe, carrying this through a series 
of tubes which form a hot-air register. The |at- 
ter may be placed in the floor of the tonneau sec- 
tion, as in that compartment it is not necessary 
to remove the floor boards, but in the section oc- 
cupied by the driver it would be necessary to fit 
the register in a vertical position immediately 
forward of the seats. 

Another scheme which has found much favor, 
and which undoubtedly tends to retain the heat 
a greater length of time, is the use of the hot 
water from the cooling system of the motor. In 
this case a register is also placed in the floor 
boards of a limousine body, and this is con- 
nected by only two pipes, one from the overflow 
pipe of the motor and a return pipe from the ra- 
diator to the intake water pipe. 

In this manner the hot water flows through 
the radiator and returns to the lower side of the 
engine again, entering the water spaces and be- 
coming heated.—Ezchange. 
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Society Proceedings 


ADAMS COUNTY 

The annual meeting of the Adams County Med- 
ical Society was held on Monday, December 8, at 
the Chamber of Commerce rooms, with the presi- 
dent, Dr. Ray Mercer, in the chair. 

The business session began at 11 a. m. Among the 
communications read was one from Dr. A. M. Har- 
vey, chairman of the committee on public policy of 
the state society, calling attention to a request in 
the October Journat that all the counties in the 
state hold public meetings for the discussion of ques- 
tions of public health, etc. It was moved and sec- 
onded that this matter be referred to the program 
and entertainment committees, respectively, and that 
they communicate with Dr. Harvey and arrange for 
a public lecture to be held early in 1914. One appli- 
cation was read at this meeting. 

The election of officers was the next order of 
business and the result was as follows: President, 
Kirk Shawgo, Quincy; first vice-president, C. R. 
Bates, Camp Point; second vice-president, Dan G. 
Stine, Quincy; secretary, Elizabeth B. Ball, Quincy 
(re-elected) ; treasurer, C. E. Ericson, Quincy (re- 
elected) ; defense committee, F. T. Brenner, Quincy; 
censors, F. T. Brenner, Quincy, J. H. Blomer, Quincy, 
Warren A. Pearce, Quincy; library committee and 
trustees, F. M. Pendleton, Quincy, C. E. Ericson, 
Quincy, J. H. Pittman, Camp Point. 

Adjournment was then taken to the Hotel New- 
comb, where a fine lunch was enjoyed. 

The first thing in the afternoon was the demon- 
stration of the pulmotor, a new apparatus which 
has been purchased by the city board of health, and, 
as the name suggests, is to be used in cases of 
asphyxiation. Dr. Kirk Shawgo, who is a member 
of the board of health, was kind enough to bring 
the machine to the meeting and demonstrate it. 

A paper of unusual interest was read by Dr. 
M. C. Germann, who has recently returned from a 
trip abroad. The doctor described many beautiful 
bits of scenery along the journey and told of her 
work in the clinics of Zurich and Vienna. 

This paper was followed by the reading of a short 
theme by the secretary, who spent five months in 
Europe during the past year. The doctor dealt 
chiefly with the curriculum of the foreign medical 
colleges, gave a description of several of the large 
infirmaries and explained the principles of the na- 
tional insurance act. . 

After these papers were discussed the meeting 
adjourned. 

Exrzasetu B. BALL, Secretary. 


BOND COUNTY 
Bond County Medical Society met in the courthouse 
in Greenville at 1 p. m. Thursday, November 13, 
Dr. O. C. Church presiding. Dr. E. S. Clark, secre- 
tary. 
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Two new members were voted into the society, 
leaving but four physicians in Bond county who are 
eligible and are not members. 

The annual dinner and election of officers will be 
held in Greenville, December 18. Out-of-town speak- 
ers will be on hand and a profitable day is assured. 

The chief address of the day was made by Dr. 
rank Buckmaster of Effingham on the “Medical- 
Surgical Treatment of Goiter.” The speaker began 
by giving the anatomy and physiology and ended by 
detail, especially on the surgical care of this condi- 
tion. Those in attendance were Drs. John H. Gor- 
dan and D. R. Wilkins of Pocahontas; Dr. Chittum 
of Sorento; Dr. O. C. Church, Woburn; Dr. D. T. 
Brown, Mulberry Grove, and Drs. W. T. Easley, 
E. P. Poindexter, K. B. Luzader, E. S. Clark, H. M. 
Vaught, H. D. Cartmell of Greenville. 

_A motion was carried at a recent meeting that 
may interest other county societies. Moved the names 


of physicians of Bond county in connection with 
surgical-medical cases be withheld from publications; 
papers be requested to withhold their names. 

E. S. Crarx, M.D., Secretary-treasurer. 


CLARK COUNTY 

Society was called to order by the president, J. Y. 
McCullough, in the Young Business Men’s clubroom 
at 2 p. m., December 4, 1912. Members pres- 
ent: McCullough, Duncan, Pearce, Weir, Johnson, 
Bruce. Visitors present: Dr. C. D. Ryerson, Nurses 
M. Anaacher, Bertha Bledsoe and Elsie Gossett. 

Minutes of previous meeting were read and ap- 
proved. 

Dr. Ryerson reported a case of hematurea from 
oxylates in urine. On lessening the excessive feed- 
ing and permitting proper diet only case recovered 
completely. 

Dr. Weir reported a case of heart disease relieved 
temporarily by calomel, 2 or 3 gr., with 1/6 of mor- 
phin 3 times a day for 2 days, the excessive dyspnea 
being relieved for a few weeks or months. 

Dr. McCullough reported a case of temporary in- 
sanity following typhoid fever. 

Dr. Duncan reported a similar case that recovered 
after 6 months of insanity. 

Other cases were reported. 

The essayist, Dr. D. L. Wilhoit, being absent, Dr. 
McCullough opened the discussion of the subject of 
the evening, “Influence of Colds on Respiratory and 
Intestinal Mucosa,” speaking of the frequency of 
intestinal distension and trouble in children, accom- 
panying colds, broncho-pneumonia, etc. Johnson’s 
explanation of this fact (for it is a fact observed 
by all) is that the child swallows the mucus and 
the adult spits it out. He and others took the ground 
that all inflammation of respiratory and intestinal 
mucosa from cold or any other cause is always infec- 
tion. Weir and others considered some cases due 
to chilling of the surface of the body, producing 
internal congestion and lessening of excretion by the 
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skin and vicarious elimination by bowels and lungs 
and possibly to reflex action. A lively discussion 
followed. 

It was finally accepted that if the Uefinition of 
inflammation be “the reaction of tissue to infection,” 
as Johnson wanted it, he, of course, is correct, but if 
the definition of inflammation be “redness, swelling, 
heat congestion and increase of secretion,” these 
conditions, one or all, may be produced by other 
causes than bacteria. 

It seemed to be the consensus of opinion that the 
term “cold” should be used, if at all, to designate a 
symptom or rather a symptom complex and finally be 
eliminated from medical language. 

Upon motion and second, Dr. C. D. Ryerson was 
reinstated as a member of the society. 

A vote of thanks was extended the Business Men’s 
Club for the use of their hall. 

The nurses present were invited to make speeches, 
but declined. 

Society adjourned. 

L. J. Weir, Secretary. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY. 
Regular Meeting Nov. 19, 1913. 

This was a joint meeting with the north side 
branch held at the Chicago Polyclinic Hospital. The 
following program was given: 

1. Demonstration of Bone Cases. William Hessert. 

Discussion by Drs. C. E. Humiston, William 
Schroeder and George de Tarnowsky. 

2. Fracture of the Acetabulum. Walter Allport 

Discussion by Drs. E. W. Ryerson and John Porter. 

No meeting Nov. 26, 1915. 

Regular Meeting Dec. 3, 
PROGRAM, 


1913. 
1. Inhalation Treatment by New Method. Homer 
M. Thomas. 

Discussion by Dr. Joseph Patton. 

2. Goiter: An Effort to Correlate Our Knowledge 
on the Subject. Coleman G. Buford. 

Discussion by Drs. Archibald Church, Joseph Miller 
and Frank Churchill. 

3. Radium in the Treatment of Lupus Erythema- 
tosus -and Other Chronic Dermatoses. Frank E. 
Simpson. 

Discussion by Drs. Oliver S. Ormsby and Wm. E. 
Pusey. 

4. Drainage of the gall bladder in typhoid car- 
riers. Effie L. Lobdell. 

Discussion by Drs. Rudolph Menn, Frederick Tice 
and E. M. Brown. 

Regular Meeting Dec. 10, 1913. 
PROGRAM, ; 
Puysicians’ COMPENSATION AND Mepicat CHARITIES. 

1. What Should Be the Remuneration of Medical 
Officers in Charitable Institutions? Ed. H. Ochsner, 
president Illinois State Board of Charities. 
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2. Practical Experiences as County Agent in the 
Charity Service of Cook County. Joseph Meyer, 
county agent. 

3. The Work of the Visiting Nurse. Mrs. Arthur 
Aldis, president of the Visiting Nurses’ Association. 

4. The Value of Publicity. A. P. Johnson. 

5. Relationship Between the General Charities and 
Medical Charities. Benj. H. Breakstone, chairman 
Committee on Abuse of Medical Charities of the 
2 2 

Regular Meeting Dec. 17, 1913. 
“PROGRAM. 
SyMPosIUM ON SuRGICAL CONDITIONS OF THE KIDNEY. 


1. Anatomical Features and Anomalies. H. J. 
Prentiss, professor anatomy medical department, 
Iowa State University. 

2. Pathology of Surgical Conditions. Henry AlI- 
bert, professor pathology medical department, Iowa 
State University. 

3. Methods of Diagnosis in Surgical Conditions. 
Bransford Lewis, St. Louis. 

4. Functional Tests and Their Importance in Renal 
Surgery. E. G. Mark, Kansas City, Mo. 


5. Treatment of Surgical Lesions of the Kidney. 
Lewis Wine Bremermann. 
Discussion opened by F. Kreissl. 


ENGLEWOOD BRANCH, CHICAGO MEDICAL 
SOCIETY. 


Regular Meeting, Nov. 4, 1913. 

The November meeting of the Englewood branch 
was held on Tuesday evening, Nov. 4, at the Engle- 
wood Hospital. The meeting was called to order 
promptly at 9 o’clock by the president, Dr. Julius 
H. Hess. 

Preceding the regular program Dr. Hess showed 
two very interesting cases of dyspituitarism of the 
Cushing type, with symptoms of hyperplasia of the 
anterior lobe associated with symptoms of hypoplasia 
of the posterior lobe. Dr. H. G. Hardt, late super- 
intendent of the Lincoln State School and Colony, 
in discussing these cases stated that they were rather 
frequently seen at the state institution. Dr. E. E. 
Simpson presented an interesting heart case in which 
the murmur could be heard in various vessels remote 
from the heart. 

Dr. Joseph Sherlaw then read the first paper of 
the evening. He handled his subject, “Disorders of 
the Cardiac Mechanism; Their Modern Interpreta- 
tion,” in an entertaining and masterful manner. 
He first described the various instruments’ employed 
in graphically recording abnormalities of the mechan- 
ism and gave the new classification of arrythmias 
which the sphygmocardiograph has made possible. 
He briefly reviewed the embryology and development 
of the mechanistic elements of the heart. He defined 
the various arrythmias, taking up in detail three of 
the most important, viz: sinus arrythmia, heart block 
and auricular fibrillation. 
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Dr. Sherlaw’s paper was highly applauded. He did 
justice to an extremely difficult subject which he 
handled in a very creditable manner. It was a dandy 
paper, well written. 

Dr. E. E. Simpson, on account of the lateness of 
the hour and much to our regret, did not present 
his paper on “Arterio-sclerosis and Blood Pressure.” 
He did, however, read an extremely interesting and 
instructive paper on “The Bad Nauheim Treatment,” 
based upon facts he obtained upon his recent visit 
to this famous resort. Dr. Simpson’s paper was 
greatly enjoyed by all. 

Dr. W. H. Holmes of the Northwestern Univer- 
sity gave an interesting demonstration of the work 
he has done on the serum diagnosis of carcinoma. 

The discussion was opened by Dr. Joseph L. Miller 
and his remarks were extremely instructive. His 
talk on the Bad Nauheim treatment, based upon his 
personal visit, was very interesting. While admitting 
that the baths are valuable, he believes that the prin- 
cipal good lies in the psychic influence upon the 
patient. That the change, regular habits, rest, free- 
dom from worry, etc., are far more potent factors 
in benefiting the patient than the baths. He then 
gave a brief but instructive review on the etiology 
of arteriosclerosis and talked on the relation of 
arteriosclerosis to high blood pressure. His entire 


discussion carried with it a wealth of valuable points. 
Others who entered the discussion were Drs. Hardt, 
Buhlig, Haeberlin and Lespinasse. 
The meeting adjourned shortly before midnight. 


The attendance was 103. 
Artuur G. Boster, Secretary. 
1913. 

The December meeting of the Englewood branch 
was held on the evening of Dec. 2, 1913, at the 
Englewood Hospital. The meeting was called to order 
promptly at 9 o'clock by the president, Dr. Julius H. 
Hess. The following program was presented : 


Regular Meeting Dec. 2, 


A SYMPOSIUM ON HEADACHES. 


Headaches Robert B. Preble 

Relation of the Eye to Headaches. Henry R. Boettcher 

Relation of the Nose and Accessory Sinuses to 
Rie io 6 rick signee ane ons G. Henry Mundt 


Dr. Preble during his masterful discourse: gave a 
wealth of valuable points concerning headaches in 
general. He stated that there was not as yet any 
satisfactory classification of headaches, but gave and 
followed along the lines of-the classification by Auer- 
bach. He spoke of the essential headaches; diseases 
within the cranial cavity such as intra-cranial neo- 
plasms, meningitis, etc.; those due to remote condi- 
tions; general conditions such as the various infec- 
tions of typhoid, influenza, syphilis, etc., and men- 
tioned the local conditions. He made a strong plea 
that all headaches be looked upon as important and 
that they receive careful consideration. That in every 
case the history and examination be most thorough. 
He recited several interesting cases in which the head- 
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ache was considered lightly, but which proved fatal. 
He cautioned against the careless diagnosis of neu- 
rotic headache and stated that while headache in the 
neurotic is common and troublesome, all other causes 
should be excluded first. He asked that no case be 
dismissed as one of migraine unless a history of 
heredity was obtained; that the percentage otherwise 
was small. He called attention to the fact that laier 
in life the kidney is a common cause and stated that 
the urine should be most carefully examined, recit- 
ing a case in which the urine was normal but the 
amount greatly reduced. 

In closing he stated that headache is always a 
serious problem; that the examination be most pains- 
taking and continued until the cause is found. 

The relation of the eye to headache was consid- 
ered by Dr. Henry R. Boettcher, and the relation of 
the nose and accessory sinuses by Dr. G. Henry 
Mundt. Both of these papers were very good and 
were enjoyed and appreciated by those present. 

Dr. Will J. Thompson demonstrated his silver 
dento-maxillary splint and reported three cases so 
treated. One recent case was shown. The result 
was perfect. The splint has many good points to 
recommend it, among which are simplicity, ease of 
application, comfort to patient and the good results 
obtained. 

The discussion was opened by Dr. Archibald 
Church, who, as usual, gave an extremely interesting 
talk and brought out many valuable points. He was 
followed by Dr. Ira Frank, Harry Kahn, E. C. Mor- 
ton, C. Hubart Lovewell, E. E. Simpson and others 

A vote of thanks was extended the speakers of the 
evening. The attendance was 86. 

Artuur G. Boster, Secretary. 


CHICAGO LARYNGOLOGICAL 
ICAL SOCIETY. 


Regular Meeting April 22, 


AND OTOLOG- 


1913. 

The president, Dr. J. Gordon Wilson, in the chair. 

Dr. L. M. Dean of lowa City, lowa, reported a 
case of compound follicular odontoma of superior 
maxilla. 

Miss C., aged 20 years, presented herself for exam- 
ination March 6, 1912. The following history was 


given by Dr. Bowie, who referred the patient to Dr. 


Dean. He reported that several weeks before the 
patient presented herself complaining. of~pain in the 
upper (right) third molar. The fhird molar was 
sensitive. Treatment of the tooth -with removal of 
the nerves from the root canals did not relieve the 
pain and two or three weeks before Dr. Dean saw 
the patient the tooth was extracted, It had the usual 
short, conjcal root. Two weeks after the tooth was 
extracted a discharge of sero-purulent matter made 
its appearance in the socket of the. tooth and a num- 
ber of rudimentary teeth were discharged through 
this opening. Examination showed that there was a 
sinus leading upward from the root socket of the 
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right, third, upper molar. On probing this sinus it 
was found to open into a large cavity. The diag- 
nosis of an odontoma was made and operation 
advised. 

Opening was made into the superior maxilla just 
above the gingival border over the socket occup.ed 
by the third molar tooth. A large cavity was found, 
which extended forwards over and external to the 
first and second molars. The cyst extended into 
the hard palate, one-half the distance to the medium 
suture. Within the cavity were found a number of 
rudimentary teeth and plates of enamel. In all there 
were removed previous to the operation at the time 
of operation thirty-five rudimentary teeth and pieces 
of enamel. The antrum was opened and found 
normal. The wound was drained through the antrum 
into the nose and the external opening closed. Later 
the wound reopened and was closed by a second 
opefation. 

Various methods of closing the wound between 
dentigerous cysts and the buccal cavity were dis- 
cussed. The classification of the various odontomata 
was considered. 

Dr. Alfred Lewy showed a case of atresia of the 
external canal. 

The ear began discharging at the age of eighteen 
and ran for several years, but was finally cured. 
The woman was a patient of Dr. McBean and was 
first seen by Dr. McBean last August. At that time 
there was almost complete atresia. After that she 
was not seen until a week or two ago, when she 
The patient also has 
(Since the re- 


came in with complete atresia. 
Raynaud’s disease and scleroderma. 
porting of the case the atresia has been cured appar- 
ently by electrolysis and the insertion of Bernays’ 
splint. ) 


DISCUSSION OF DR. DEAN’S CASE. 


Dr. M. Herzog said he knew comparatively little 
about such tumors. In general terms he might say 
that odontoma, as a rule, originates from embryonal 
inclusion. In the horse they are comparatively com- 
mon compared with the human race, and he had 
examined probably four to six cases in horses. 

Dr. Joseph C. Beck said there was one fact that 
ought to be brought out, namely, the use of the 
radiogram in the diagnosis. He recently had a case 
of dentigerous cyst with a retained tooth that was 
malformed. The condition had been treated for four 
years for an antrum suppuration, with an opening 
at the last molar region. Of course, the case was 
treated, from a different point of view, by the den- 
tist. The x-ray picture showed very clearly a double 
partition of the so-called antrum and a tooth in this 
dentigerous cyst or cavity. Another interesting fact 
in this case was that during the operation, which 
was performed under general anesthesia, while pry- 
ing the tooth loose, it slipped. Three days later the 
tooth was removed from the nasal cavity. It had 
been forced through the two thin partitions into the 
antrum first and on into.the nasal cavity. 
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Dr. Norval H. Pierce said that the division of 
these cases into inflammatory and embryologic cysts 
was very practical from a clinical viewpoint. The in- 
flammatory or so-called dentigerous cyst is very fre- 
quently seen as a very small protuberance or cyst 
at the root of a tooth, when it has been removed 
for some cause or other, the cyst not having been 
suspected before. This cyst is capable of growing to 
an enormous extent, filling up the entire maxillary 
antrum. 

The differential diagnosis between these cysts and 
empyema of the maxillary sinus is that the cysts 
contain cholesterin crystals. 

Dr. Pierce had seen just one case of the embry- 
ologic form of cyst that occurred in a man who was 
brought to the Illinois Eye and Ear Infirmary, and 
he had a cleft reaching from just above the ala of 
the nose to the tear duct. There was a bridge of 
normal bone separating the cleft above from that 
below and the speaker could very easily detect two 
teeth just below the eye, and, running the probe 
down into the fistula below, which ran down under- 
neath the gum, there was a cavity which apparently 
was filled with embryologic teeth. The man was told 
tc come back for operation, but never appeared again. 

Dr. Dean, in closing, said that no x-ray examina- 
tion was made in this case because the diagnosis 
was plain. The sinus in the alveolus from which 
the rudimentary teeth were being discharged made 
a positive diagnosis. Dental surgeons have not defi- 
nitely decided as to whether it is possible to have 
a complete absence of a tooth of the second denti- 
tion or its embryonic structure. In New York re- 
cently they had a case in which there was appar- 
ently a congenital absence of a tooth. The patient 
was seen by Dr. Ottolengui, who made a radiographic 
examination. The x-ray picture showed most beau- 
tifully a composite odontomata. 


CASE OF MENINGITIS IN WHICH THE CISTERNA MAGNA 
WAS DRAINED. 


Dr. Norval H. Pierce reported this case of mas- 
toiditis complicated by purulent meningitis as a result 
of chronic suppurative otitis media. The clinical 
symptoms of meningitis were confirmed by lumbar 
puncture, the active microorganism resembling a 
pneumococcus, but was hemolytic. The cisterna mag- 
num was drained and a free flow of cloudy cere- 
brospinal fluid was obtained March 15. March 28 
the patient died. 

Dr. Pierce, in commenting on the case, said that 
we must depend for diagnosis on lumbar puncture in 
meningeal inflammations. The findings are not always 
useful in differentiating between serous meningitis, 
localized meningitis, which is permanently circvm- 
scribed, diffuse meningitis or one that 1s spreading. 
In all probability, if we can recover a live pathogenic 
bacterium from the spinal fluid, we have to do with 
meningitis which is already diffuse or is at the time 
spreading. We should strive always, however, to dif- 
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ferentiate between these conditions. The operation is 
not indicated in any other form than a diffuse 
meningitis or a meningitis which tends at the time to 
spread. Serots meningitis or circumscribed menin- 
gitis may best be treated by spinal puncture or per- 
manent lumbar drainage. One can readily imagine 
how the unavoidable trauma incident to an operation 
tor draining the cisterna magnum, the extreme and 
sudden depletion of the subarachnoid space of its 
natural fluid, might transform a circumscribed menin- 
gitis into a diffuse meningitis. That it has the advan- 
tage over splitting the dura in the mastoid wound, 
a septic field, is certainly true, for in the case cited 
the external incision healed by first intention and 
when the drain had to be replaced it was found 
that the dura itself had largely healed, but it can- 
not be considered as aseptic as, for instance, a sur- 
gical wound made in the skull in the course of an 
operation for tumor, for in our case the septic wound 
in the mastoid is only a short distance from the 
wound in the occipital, and both are covered prac- 
tically by the same dressings. 

He gives the following directions for the care of 
meningitis: If the headache is severe, temperature 
high and stiff neck increasing, you should depend, 
first, on lumbar puncture. The cytologic, bacterio- 
logic and chemic condition of the cerebrospinal fluid 
should be carefully studied. In the absence of liv- 
ing bacteria we should continue with our lumbar 
drainage. However, if the cytologic content increases 
and the clinical picture is that of increasing menin- 
gitis and we recover a living pathogenic bacteria in 
the fluid, we may resort to opening the cisterna. 
However, in view of the great mortality following 
such operations we should not indulge our hopes too 
highly. 

Dr. Joseph C. Beck’s paper on “Failures and Suc- 
cesses in Diagnosis and Surgical Intervention of Some 
Intracranial Diseases, Especially from the Standpoint 
of an Oto-Laryngologist, with Report of Cases,” was 
published in the November JourNAL. 


DISCUSSION. 


Dr. M. Herzog said that it was not at all aston- 
ishing that a definite diagnosis could not be made 
in the case reported by Dr. Beck. The postmortem 
clearly showed that it must have been almost impos- 
sible to locate the tumor. The most common tumors 
of the brain are gliomata; next in order, sarcoma 
and endothelioma; the last perhaps still more com- 
mon than sarcoma. He has had considerable experi- 
ence in the examination of glioma, probably having 
seen from twelve to twenty cases. He has never 
seen one situated as the one reported. As a rule, 
gliomata develop somewhere in the substance of the 
brain, and in spite of the fact that it is really a 
benign tumor, it is infiltrating in character, so it is 
generally not well differentiated from the brain tis- 
sues, the matrix in which it grows, but infiltrates 
it more or less diffusely. (Dr. Herzog’s pathologic 
report on the Beck case followed Dr. Beck’s article.) 
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In this tumor, in spite of the fact that he had 
not been able so far to demonstrate the character- 
istic glia fibers, by excluding all other tumors, it 
could be said to be a glioma of very unusual situa- 
tion. It was a very unique and peculiar tumor, of 
unique development begause it projected not into the 
ventricle, but to the outside of it, and only connected 
with its matrix by a very slender pedicle. 

Dr. J. Holinger said that his attention was first 
drawn to this subject by a patient with brain tumor 
who told him that the trouble in the ear preceded 
by years any other symptom. That fact led him to 
make a diagnosis and propose operation to a pa- 
tient, who, eleven and a half months later, was 
operated on for the very thing that he had diag- 
nosed from the functional tests so long before. 

The third case that he saw was a patient with a 
gumma, who gave exactly the same response to the 
functional tests, but no other symptoms, He got well, 
of course, aiter a few injections of mercury. 

The fourth patient was a lady whom he had the 
chance to watch for several months, who was operated 
on two years ago, after a prominent neurologist in 
this city said, only a week or two before the opera- 
tion, that he did not dare make a diagnosis of brain 
tumor on the other evidences. Still, the speaker 
stuck to his diagnosis and the tumor was found, 
although it could not be removed. The patient is 
still living, and although several symptoms are de- 
veloping which might suggest a second operation, 
the scar in the skull is still pulsating, showing that 
the intracranial pressure is not so very high and 
therefore he would not yet insist upon another 
operation. 

With reference to the case of Dr. Pierce of menin- 
gitis, the speaker reported a case which was cured 
in the Zeitschrift fiir Ohrenheilkunde, some time ago. 
The conditions in that case were in every way 
favorable, and he had an opportunity seven months 
later to verify the diagnosis at the postmortem, .as 
the woman died from another attack of meningitis 
after otitis media. He could distinguish the old 
changes and the new ones, side by side, and could 
see why recovery was not possible the second time. 

He has at present a case of meningitis in a young 
lady of seventeen, who had distinct symptoms of 
nasal trouble. The x-ray showed cloudiness of the 
ethmoidal and frontal sinuses on one side. That 
cleared up. She was up and around for several 
weeks. Suddenly she became unconscious and was 
unconscious for twenty-four hours, when the speaker 
saw her, and at once had a lumbar puncture made. 
The fluid was under high pressure and clear. Six 
or seven years previously that young lady had had 
a tubercular affection of the external canal and 
middle ear of the same side, which he had operated 
on, as a typical mastoid. Therefore, the possibility 
of a brain abscess was clear. So he suggested trephin- 
ing*in the temporal lobe. He made an opening in 
the bone the size of a half dollar. There was 
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absolutely no pulsation of the dura. He inserted a 
very slender knife and found nothing but clear fluid. 
He explored very carefully in different directions, but 
while operating the pulse rose from 52 to 65 and 70 
and she clearly improved. The next morning she 
was clear enough mentally®to recognize her sur- 
roundings. In the course of time she recovered 
sufficiently so that she is walking around now and 
doing well in every way. She does not complain 
of headache or any other symptom except a slight 
weakness in the right leg and right arm. His diag- 
nosis in this case is that it was a case of tuber- 
cular meningitis of the base, one of the few cases 
that recover. Whether she will get entirely strong 
or not he does not know; at present, however, she 
has the appearance of going to complete recovery. 

Dr. John A. Cavanaugh said it has been his good 
iortune to have seen two or three of the cases 
mentioned by Dr. Beck, and what impresses him 
most was a complaint of headache by the patients. 
The other signs were practically negative. One of 
these cases, a young man, Dr. Cavanaugh had seen 
while Dr. Beck was out of the city. Spinal punc- 
tures were absolutely negative. The only thing of 
any importance whatever was the headache. At 
times the patient was. a little irritable. The only 
thing that suggested the brain complication was the 
fact that a mastoid operation had been done and the 
probabilities were that there was an involvement in 
the brain secondary to the operation. 

Dr. Cavanaugh examined the patient and thought 
it best to expose the dura in the region of the 
mastoid and explore, but while preparations were 
being made for the operation the patient became 
cyanotic and died. 

In the case of the elderly man, reported by Dr. 
Beck, spinal puncture just before operation was nega- 
tive. The only symptom of importance was the head- 
ache. 

Dr. L. W. Dean of Iowa City, Iowa, said that 
the only treatment that had been of any value in 
his experience, so far as diffuse septic meningitis 
was concerned, was the prophylactic treatment. He 
has done a subdural drainage on some eight or nine 
cases. They all died. He questions the advisability 
of being guided by the rule laid down in Neuman’s 
table, which states that in individuals with loss of 
hearing, functionating semicircular canals, no fistula 
symptom and chronic otorrhea, only a radical opera- 
tion, not a labyrinthectomy or labyrinthian drainage 
should be performed. . Following his interpretation 
of this rule he did not operate upon the labyrinth 
in the following case: The patient had a discharg- 
ing ear for fifteen years. Caloric test was positive. 
There was no hearing. Following the rule of the 
Vienna school, he did only a radical operation. Keep- 
ing in mind that the Vienna school suggested that 
in such cases a very careful examination should be 
made to see if there was any evidence on the inner 
wall of the tympanum of involvement of the laby- 
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rinth, he made a very careful examination. No 
necrosis or evidence of fistula was discovered. The 
head of the stapes was in good condition. 

Following the radical operation, nothing of mo- 
ment occurred until two weeks after, when the pa- 
tient developed a slight facial paresis and a tem- 
perature of about 100 degrees. The next day he had 
projectile vomiting, paresis of the facial, rigidity 
of the muscles of the back of the neck, temperature 
of 103 degrees and extreme headache. Spinal punc- 
ture showed a very turbid, white fluid under great 
pressure. It contained 97 degrees polynuclear cells. 
No bacteria could be found either in cover-glass 
preparations or by making cultures on Loeffler’s 
blood serum or agar. Fehling’s solution was not 
reduced. Noguchi globulin test was positive. In 
his judgment this case was not at this time a 
diffuse septic meningitis, but was a circumscribed 
meningitis, with a general serous cerebro-menin- 
gitis. A labyrinthectomy was performed. Before 
operation the caloric test was positive. There was 
no pus either ii he semicircular canals or in the 
cochlea. As soon as the internal auditory canal was 
penetrated, haif a thimbleful of pure white pus es- 


caped. This was followed by two or three ounces , 


of turbid cerebrospinal fluid. This patient made ap- 
parently a most beautiful recovery. His headaches 
left him. The rigidity of the muscles of the back 
of the neck disappeared. The temperature became 
normal and he was able to sit up in bed. About 
ten days after the labyrinth operation, with drainage 
of the meningeal spaces, rigidity of the muscles of 
the neck became suddenly manifest again. Tempera- 
ture was elevated. Spinal puncture gave the same 
findings as in the first case, except that in addition 
streptococci were found present. This case was now 
considered one of diffuse septic cerebro-meningitis, 
and the condition practically hopeless. The patient 
died. The temporal bone is being decalcified and 
has not yet been examined. 

If he had a similar case now he would not be 
guided by the Vienna school and be content with a 
radical mastoid operation, but would perform a 
labyrinthectomy. 

Dr. S. A. Friedberg spoke of the difficulties in 
differentiating various intracranial lesions outside of 
sinus thrombosis or distinct meningitis. With Dr. 
Loeb and Dr. Beck, he had that day seen a case 
at the county hosptal—a boy of about twelve, with 
a history of suppuration of the right ear for five or 
six years. He had scarlet fever up to three weeks 
go, from which he had made a recovery, and ex 
amination of the ear showed a central perforaticn, 
some purulent discharge, no mastoid tenderness. He 
had been having severe frontal pain for four or five 
days, had vomited once two days before admission 
and again the night before coming to the hospital. 
Pulse on admission was around 64, temperature 
99 degrees. That was about the highest the tem- 
perature had gone. The speaker, with Drs. Loeb 
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and Beck, examined him and found that he had a 

peculiar type of respiration, so-called air hunger, 
every few moments yawning, as if getting insuff- 
cient air. Pulse still kept down; temperature not 
above 99 degrees. Complained of headache. Dozed 
a great deal. When awakened he responded read- 
ily to questions. He spoke of having some double 
vision, but this had disappeared. The speaker thought 
there might be a slight ptosis of the right eye, but 
this was not definite. There was no evidence of 
any other involvement of the cranial cavity. He 
had nystagmus, both horizontal and rotary, and this 
nystagmus was spontaneous to either side, perhaps 
slightly more pronounced on being directed to the 
opposite side. In testing with the cold water the 
nystagmus was produced for about twenty-five sec- 
onds. Spinal puncture showed the fluid not under 
pressure, clear, no bacterial content, and reduced 
with sugar to a certain amount. No rigidity of 
neck, no distinct meningitis. X-ray negative. Dizzi- 
ness was complained of. In testing for ataxia he 
fell to either side. The hearing, outside of the mid- 
dle ear process, was pretty fair. There was one 
other sign elicited—diadochokinesia. On the whole 
the patient seemed rather apathetic. 

The speaker thought meningitis and labyrinth trou- 
ble could be excluded from the diagnosis. The ques- 
tion was as to the localization of the trouble. He 
bad practically no focal symptoms. Of course, the 
evidence was there of pressure, as manifested by 
the pulse and the spinal puncture. Whether it .was 
cerebral or cerebellar he had not determined as yet. 
He simply brought this up as pointing to the diffi- 
culties encountered in localizing these intracranial 
conditions at times. 

Dr. H. W. Loeb of St. Louis said that as this 
seemed to be in the nature of an experience meet- 
ing, he would briefly cite a case of a child, perfectly 
healthy except for a running ear, which had, from 
the history, been entirely healed for several months,. 
who was suddenly taken with acute otitis media. 
The mother said that the child had put a piece of 
paper in his nose. This, however, was not elicited 
until some four or five days after being seen. He 
found a large piece of paper in the right side of 
the nose, and was quite sure that the acute exacer- 
vation had its inception in that. The child was 
taken almost immediately with symptoms which were 
taken to be those of meningitis; he had a positive 
Kernig and other symptoms that go with menin- 
gitis. Mastoid opened up and the middle fossa at 
the same time, but nothing was found. The symptoms 
continued, though somewhat modified, the spasms 
having been replaced by twitchings, the child going 
into a comatose condition. So he decided to operate 
in the posterior fossa. In order to get plenty of 
room, operation was made through the occipital bone, 
posterior to the mastoid wound, and not through 
the mastoid opening. A large opening was made, a 
large button taken out, incision made into the cere- 
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bellum and no abscess found, although abscess of 

the cetebellum had been diagnosed. Postmortem ex- 
amination showed that there was a very small ab- 
scess in the cerebellum, which had not been reached 
by the operation. Hence he said it was a case of 
successful diagnosis and an unsuccessful case, be- 
cause he did not happen ‘to strike the pus. The 
postmortem showed no meningitis present. 

Dr. G. W. Boot reported a case seen several years 
ago of a young man who had a chronic suppurative 
otitis media for several years and who was taken 
with symptoms pointing to brain abscess. He was 
operated on by the speaker, who cleaned out the 
mastoid, opened the dura and sinus and explored 
the cerebellum for an abscess. This patient died 
after several days, and the post-mortem showed 
that he had a cerebellarabscess, which the speaker 
had only missed reaching by a quarter of an inch. 

He thinks we should always remember, in such 
cases, to look for the abscess not far from the in- 
ternal auditory meatus. It is apt to be there instead 
of farther back. 

Another case was referred to him for diagnosis 
of the cause of headache. In examining the young 
woman he found that she had very marked choked 
disc. He took her to see Dr. Wilder, who confirmed 
that, and advised him to take her to a neurologist. 
This was done. The neurologist thought she had a 
brain tumor, but could not locate it. He returned 
the patient to the first doctor, who operated that 
afternoon or the next day, intending to do merely 
a decompressive operation. There was consider- 
able hemorrhage at the time from the diploe. No 
tumor was found, and the patient died the same night. 
The brain was removed and hardened and later sec- 
tioned, but no tumor was found. However, there 
was a hemorrhage occupying a space about half an 
inch in diameter in the cerebellum. 

In this connection he thinks it is imperative to 
remember that the symptoms of brain tumor may be 
imitated by a marked anemia, and in every case 
where we wish to exclude the things which might 
be confounded with brain tumor, we should always 
remember the possibility that the same symptoms 
may be set up by anemia. 

Another point in connection with brain tumors is 
that where brain tumor is suspected, we should be 
very careful about lumbar puncture, because when 
the pressure is removed the tumor may force the 
medulla down towards the foramen magnum and so 
compress it as to cause sudden death. 

He reported the case of a girl, about ten or 
twelve, who had had a chronic suppuration from the 
ear for a number of years. He was called to see 
her because of peculiar brain symptoms, and sus- 
pected that she had a brain abscess. She was sent 
to the hospital for operation of the mastoid, but 
while preparing for operation, and before she was 
anesthetized, she died. In that case he always be- 
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lieved that the girl had an abscess which ruptured 
into the lateral ventricle. 

Dr. J. Gordon Wilson said that the paper and 
discussion had been suggestive as to the lines along 
which otology is developing. To limit otology to the 
temporal bone is to take a narrow view of its 
sphere of action. As the ophthalmologist is called to 
give his opinion in regard to cranial tumors, so 
the time would come when the otologists would be 
asked to assist in locating and diagnosing lesions 
of the brain. Already we see what has been done 
by the application of the caloric and rotation tests. 
Further, as a considerable proportion of brain abs- 
cesses come either directly or indirectly within the 
field of the otologist or rhinologist, we are com- 
pelled to have at least some knowledge of cranial 
symptoms. 

Another thing which has made this meeting most 
interesting is the careful and painstaking history 
of an obscure case of brain tumor. It is too often 
the case that in clinical records of brain tumors 
there is something essential wanting. There is no 
place in the body where the demand is greater for 
a full and careful report of symptoms, not only in 
the case recorded, but also for future reference. 
We wished to compliment Dr. Beck on the care with 
which this history was recorded. 

In the paper of Dr. Pierce he recorded the micro- 
organism he found. Dr. Wilson has always felt 
that we should be a little more particular in ear 
cases to ascertain the organism we are dealing with. 
By this recognition we can aid the prognosis and 
at times the treatment. Thus, in time we shall get 
to recognize better the more dangerous organisms. 
The most fatal cases of meningitis he has seen have 
been associated with the streptococcus capsulatus, 

Just one other point, in regard to the case re- 
ferred to by Dr. Friedberg. Dr. Wilson has always 
felt that if in any case of nystagmus is directed to 
the diseased side, the great probability is that we 
are not dealing with a case of labyrinthine disease. 
One could imagine a case of labyrinth disease in 
which there is hyperexcitability of the semicircular 
canals, but they must be very rare. 

Dr. Beck, in closing the discussion, said that the 
question of diagnosis by the aid of the x-ray in in- 
tracranial conditions has been a terrible disappoint- 
ment to him. He has yet to find one case in which 
he could say that he had located a certain thing, 
like an abscess or tumor, by the x-ray, in which sub- 
sequent operation or post-mortem could show that. 
Perhaps it was in the interpretations. Maybe in 
the technic. Of course, in cases of fracture, the 
x-ray was very useful, but in deep-seated intracra- 
nial lesions he has not been able to show its real 
value. 

The speaker reported the case of a man with 
fumor at the base of the skull, in which case neu- 
rologists had made a diagnosis of hysteria. In 
looking up the literature, he found that Cushing 
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reports two such cases of pain, even after Gasser- 
ectomy, which was performed in his case, 

There was one case on encephalocele which was 
very interesting. He made serial sections of the 
temporal bone in this case. Professor Denker and 
others who looked at them at the last congress in 
Boston agreed with Dr. Beck that there was an 
underdevelopment of the finer structures in the in- 
ternal ear. So that is a point to consider in such 
cases, that even if the encephalocele is cured, the 
patient’s hearing will perhaps never be of much 
value. The investigation of such cases that have 
lived, either with or without operation, would add a 
great deal to the subject. 

Regarding the case Dr. Cavanaugh spoke of, in 
which he said that the reaction in the spinal fluid 
was not the same as the normal copper-reducing 
1eaction: That was not the only symptom. The 
main symptom present was a purulent fluid—a fluid 
that contained micro-organisms from the very be- 
ginning, and that was the reason the speaker op- 
erated. 

Dr. Cavanaugh asked if it reduced copper. 

Dr. Beck replied that it did not. He operated 
because the fluid was infected. 

With regard to these cases, he would urge men to 
follow them up and try to get a post-mortem, because 
we can certainly learn more from that than anything 
else. He would say openly that he had been suc- 
cessful in stealing his post-mortems over at the 
Cook County Hospital, because the doctors are not 
supported in this by. the authorities. Permission 
should be given for post-niortems. 

Oris H. Mactray, Secretary. 


EFFINGHAM COUNTY 

The regular monthly meeting of the Effingham 
County Medical Society was held: at the City Hall, 
Effingham, December 9 at 1 o'clock. Minutes of 
previous meeting were read and approved. 

The subject of local quacks and transient doctors 
was discussed, and terminated in a motion by Dr. 
Holman that the president appoint a committee of 
three, with power to form resolutions and present 
to the City Council of Effingham regarding incom- 
ing doctors and quacks. President appointed on 
committee Drs. Holman, Burkhardt and Damron. 
Several bills were presented and allowed. Report 
of treasurer read and approved. 

The following officers were elected for the ensu- 
ing year: President, Dr. E. A. Bing, Altamont; 
first vice-president, Dr. J. C. R. Wettstein, Effing- 
ham; second vice-president, Dr. F. W. Goodell, 
Effingham; secretary, Dr. E. W. Brooks, Beecher 
City; treasurer, Dr. George Haumesser, Shumway; 
delegate, Dr. Frank Buckmaster, Effingham; alter- 
nate, Dr. Henry Taphorn, Effingham; board of cen- 
sors, Dr. C. C. Holman, Effingham, the new member 
for three years. 
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Drs. Buckmaster, Haumesser, Burkhardt and others 

discussed the ethical situation of the county. Mo- 
tion by Dr. Buckmaster that the board of censors 
notify the papers of the stand taken by the society 
regarding ethics, present and future. 
* Presentation of fee bill proposition by Dr. Brooks, 
with reading of Fayette County fee bill, discussed 
by those present. The trend of remarks was toward 
a gentleman’s agreement, rather than action by so- 
ciety as such. 

Those present were Drs. Damron, Brooks, Buck- 
master, Burkhardt, Bassett, Holman, Lawrence, Wet- 
stein, Haumesser, Tinsley and Taphorn. 

It is with pleasure that we look back on this year’s 
work. The year has been fraught with difficulties, 
the usual number that have been assigned places on 
the program have failed to appear, but, all in all, 
we who have had the responsibility feel that some- 
thing has been accomplished. Eleven monthly meet- 
ings have been held, with an average attendance of 
twelve; one special call meeting; four public hea'th 
addresses, by such talent as Dr. J. B. Murphy of 
Chicago, Dr. W. L. Heizer of Kentucky, Dr. Dorsett 
of St. Louis and Dr. Lewis Wine Bremmerman of 
Chicago. A banquet given in October was a great 
success, bringing together some forty-five doctors 
and their wives, It is with pleasure and a hope for 
a better year that we turn the work of the society 
over to the new officers. L. Bassett, Secretary. 


LETTER FROM NEW PRESIDENT. 


December 13, 1913. 

Dear Doctor: In electing me its president, the 
Effingham County Medical Society has bestowed upon 
me the highest honor in its power to bestow. An 
honor unsolicited, unearned, but not unappreciated. 
I accept the honor, with the responsibility it implies. 

In accepting the presidency, I recognize for the 
future of the society possibilities limited not by the 
ability of its membership, but by the interest and 
effort of each member. 

That our county society may become more por- 
gressive and profitable, I suggest: 1. That each 
member, early in the year, make a careful study 
into the methods and workings of at least one other 
county society, with especial reference as to why it 
succeeds, and report to the program committee. 
There is no good reason why this society should 
be outclassed by any of its size in the state. 2. I 
further suggest the early institution of a monthly 
bulletin. 3. That each member’s attendance record 
be printed in each monthly bulletin, and at the end 
of the year the names of all members with an at- 
tendance record of 75 per cent. or more be reported 
to the Int1nors Mepicat JourNAL. 

Kindly give this your thought and be ready to 
discuss these suggestions at the January meeting, 
along with any others you may wish to offer. 

For the success of this year’s work I pledge my 
best effort and ask yours. 


Respectfully, E. A. Brine. 
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FULTON COUNTY 

The sixty-sixth meeting of the Fulton County 
Medical Society met in the Auditorium of the Y. 
M. C. A. building, Canton, Ill., and was called to 
order by President Beatty at 2 p. m. December 2, 
1913. 

The minutes of the October meeting were read and 
adopted. 

On motion, the president appointed Drs. Coleman, 
Hayes and Adams as membership committee pro tem. 
Application for membership from Dr. H. G. Hirschle 
of Canton was read and referred to the membership 
committee. The membership committee reported fa- 
vorably on the application of Dr. Hirschle. Drs. 
Coleman and Chapin moved that the rules be sus- 
pended and that the secretary cast the vote of those 
present in favor of the election of Dr. Herschle. 
Carried. The secretary cast eighteen votes in favor 
of, and the president declared Dr. Hirschle elected 
to membership. 

Pursuant to a plan being adopted to perfect and 
promote co-operation between the Red Cross Society 
and the medical profession, President Beatty ap- 
pointed Dr. Hayes of Canton, Dr. Stoops of Ipava 
and Dr. S. A. Oren of Lewiston as the medical rep- 
resentatives of Red Cross work in this county. 

Dr. Rogers read a paper on the “American Col- 
lege of Surgeons.” After a free discussion, Drs. 
Oren and Adams moved: That it is the sense of 
this society that the formation of the College of 
Surgeons under its present plans is un-American 
and should not be countenanced by the rank and file 
of the physicians and surgeons of this county. Mo- 
tion lost. 

Shallenberger and Chapin moved: That.the ex- 
ecutive committee of this society investigate the sub- 
ject of the American College of Surgeons and report 
with recommendations at our next meeting. Motion 
carried. 

Dr. Shallenberger moved that the secretary draw 
up a set of resolutions and transmit a copy to the 
Chicago Tribune, commending that paper on its suc- 
cessful fight against quackery. Carried. Those pres- 
ent were: Drs. Shallenberger, Welch, Dimmitt, 
Standard, Scholes, S. A. Oren, Rogers, Howard, 
Gray, J. R. Smith, J. E. Coleman, E. P. Coleman, 
Hayes, Allison, Adams, Hirschle, Beatty, Ray, Chapin, 
Keller, Stoops and W. H. Betts. Total, twenty-two. 

Adjourned. D. S. Ray Secretary. 


TROQUOIS-FORD BI-COUNTY MEDICAL 
SOCIETY. 

The regular meeting of the Iroquois-Ford Medical 
Society met in session in the dining-room of the 
New Gilman House December 2 at 1:30 p. m., with 
the president in the chair. 

Minutes of the previous meeting were read and 
approved. 

The order of business was then taken up and the 
transfer card of Henry W. Clifton was read and 
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Dr. Clifton was elected to membership in our society. 

The society then proceeded to elect the following 
officers for the ensuing year: President, Dr. N. 
T. Stevens of Clifton; vice-president, Dr. R. N. 
Lane of Gibson City; secretary, D. W. Miller of 
Gilman; censor for three years, Dr. Horace Gibson 
of Sheldon; delegate for three years, Dr. O. O. 
Hall of Milford; alternate, Dr. J. L. Shawl of 
Onarga. 

Dr. H. D. Junkin of Milford then gave a paper on 
“Blastomycosis,” with a report of a fatal case. 

Dr. J. W. Vanderslice of Oak Park then gave a 
talk on “Some Points of General Interest in the 
Feeding of Infancy and Childhood.” 

Dr. J. A. Colteaux of Roberts then presented a 
paper on “Appendicitis.” 

These papers were quite thoroughly discussed and 
many interesting points brought out. 

It was then moved and seconded that a committee 
of three be appointed to arrange a meeting in the 
near future to talk over fees and formulate a new 
fee bill, if thought practicable. 

There being no other business to come before 
the society, we stood adjourned. 

J. L. Suawt, Secretary. 


KANKAKEE COUNTY 
Annual meeting of Kankakee County Medical So- 
ciety was held at the Court House, Kankakee, IIl., 
at 8 p. m. Thursday evening, December 11, 1913; 


President Dr. George H. Lee in the chair and a 
goodly number present. 
Secretary reports sixteen new members for the 


year. Treasurer a balance on hand of $30.50. Dr. 
George H. Lee, president; Dr. J. A. Gurtine, vice- 
president; Dr. C. F. Smith, secretary and treasurer, 
were re-elected to fill the several positions; Dr. A. 
J. Brown was chosen delegate and Dr. H. L. Cor- 
bus, alternate, to the State Medical Society; board 
of censors chosen were Dr. H. L. Corbus for three 
years, Dr. S. L. Gabby for two years, Dr. A. J. 
Bundy for one year; committee on public health and 
legislature, Drs. C. F. Smith, J. A. Gurtin and J. 
H. Roy; Red Cross medical work, Drs. George H. 
Lee, C. F. Smith, C. F. Shronts, A. J. Brown and 
H. D. Singer. The attached resolutions gave rise 
to considerable discussion and were unanimously 
adopted, after which the meeting adjourned to re- 
freshments, a smoker and a general social evening. 
Those who were not present have just cause for 
regret. 
C. F. Smirn, Secretary. 

Wuereas, An abundance of gray matter is not 
to be found in the crania of many people, whereby 
they become victims of sharks and pretenders, and 

Wuereas, From a humanitarion standpoint, it is 
the duty of the wise to protect the foolish and the 
strong to uphold the weak, therefore be it 


Resolved, That the Kankakee Medical Society 
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heartily endorses the course of the Chicago Tribune 
in its exposé of the methods of self-styled “eminent 
physicians” who prey upon an unsuspecting public, 
much to the detriment of the public’s pocketbook and 
health; that this campaign of education must be of 
worldwide benefit and worthy of support by every 
conscientious citizen. And further 

Resolved, That the Kankakee County Medical So- 
ciety views with pleasure and satisfaction the effort 
being made by the Illinois State Medical Society for 
honest surgery and honest medicine; two things 
our noble profession is entitled to; and be it again 

Resolved, That these resolutions be spread upon 
the records, a copy sent to the Chicago Tribune, a 
copy to the Illinois State Medical Society and a 
copy to each of our three Kankakee papers. 

Dr. C. F. Smira. 
Unanimously adopted December 11, 1913. 


ROCK ISLAND COUNTY 

Twenty-eight members attended the regular meet- 
ing of Rock Island County Medical Society, held at 
New Harper hotel, Rock Island, on Tuesday even- 
ing, December 9. President Snively occupied the 
chair. Dr. G. D. Hauberg of Moline and Dr. R. 
B. Miller of Rock Island were elected to member- 
ship. The application of Dr. D. B. Freeman was 
rejected. Application was read on behalf of Dr. 
C. E. Robb of Rock Island and the usual investigat- 
ing committee appointed—Drs. Eddy, First and Hall. 
Communications from Illinois State Medical Society 
committee and from the Red Cross work committee 
of the American Medical Association were read and 
were filed, on motion. Dr. First, for the committee 
on public school medical supervision requested and 
was granted more time for investigation. Two sets 
of resolutions were adopted: 

Wuereas, It has recently become a custom of 
some newspapers to publish physician’s names in 
connection with accidents, operations and work which 
pertains wholly to the medical profession, and 

Wuereas, Such publication is contrary to the code 
of ethics of the American Medical Association, 
therefore be it 

Resolved, That we, as a society, express our dis- 
approval of such publication and instruct our sec- 
retary to request each of the local papers to dis- 
continue such publication. 

Signed: G. A. Wiccins, 
A. E. Wiruiams, 
Committee. 

Wuenreas, The Chicago Daily Tribune has seen fit, 
in its usual up-to-date method of doing things, to 
go after irregular and quack medical. and other 
“healers” in the United States, and 

Wuenreas, This society has always been opposed to 
methods of graft and humbug, therefore let it be 

Resolved, That we heartily endorse the Chicago 
Daily Tribune in its war on quacks, and let it be 

Resolved Further, That we, as a society, hereby 
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pledge our support, in so far as is possible, in helping 
to show up quacks in this vicinity. And be it further 
Resolved, That a copy of these resolutions be 
spread upon our minutes and that a copy be sent to 
the Chicago Tribune and one each to our daily papers. 
Signed: E. M. Sata, 
C. BerRNHARDI, SR. 
C. E. Dananoo, 
Committee. 
Extemporaneous reports were heard from several 
niembers covering the Chicago meeting of the Clin- 
ical Congress of Surgeons of North America. The 
papers of Dr. R. F. Winsor, “The Goldsol Reac- 
tion,” and Dr. G. L. Eyster, “The Surgical Treatment 
of Varix of the Lower Extremities,” we listened to 
with attention and met with full discussion. 
Adjourned. Next meeting to be in Moline, Feb- 
ruary 10. 
W. D. CHapman, Secretary. 





WINNEBAGO COUNTY 
Regular Meeting, November 18, 1913. 


The Winnebago County Medical Society met at 
Nelson hotel, Rockford, Ill, November 18, Dr. Emil 
Lofgren in the chair. Members present, eleven. 
The minutes of the October session were read and 
approved. 

Dr. S. D. Wilgus of Ransom’s Sanitarium, Rock- 
ford, Ill., spoke on “Insanity from a Common Prac- 
titioner’s Viewpoint.” His talk was well received 
by those present, and it merited a better attendance. 
The bad weather, however, kept the fellow mem- 
bers near their homes. 

Adjournment. 


Dr. RANSEEN, Secretary. 
Regular Meeting, December 9, 1913. 


The December meeting of the Winnebago County 
Medical Society was held December 9 at St. An- 
thony’s hospital, Rockford, Ill, Dr. Emil Lofgren in 
the chair. Members present, twenty-four. The min- 
utes of the previous meeting were read and approved. 

The president introduced Dr. Edward C. Seufert 
of Chicago, professor of medicine at Chicago Col- 
lege of Medicine and Surgery, as the speaker of 
the evening. The doctor gave the society an original 
paper on “Polycythemia of the Blood, with Enlarged 
Spleen and Chronic Cyanosis.” He emphasized the 
rarity of this disease—only fourteen cases being re- 
corded in the United States, and two of these the 
doctor’s own cases. On these two cases the speaker 
based his talk, which was not only instructive, but 
very interesting. Discussion followed. The society 
gave Dr. Seufert a vote of thanks for his able ad- 
dress. 

Seven new members were voted into the society: 
Drs. Gerald Allben, William O’Donnell, S. D. Wilgus, 
Joseph Lundholm, Roy Kile, W. P. Burdick and I. J. 
Heckman, all residents of Rockford. 

On December 2 the society lost through death one 
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of its members, Dr. Rockwood Sager. The president, 
following this sad death, appointed a committee of 
three—Drs. Hatch, R. L. Markley and Olaf Nord- 
vall—to draw up resolutions expressing the sincere 
sympathy of the Winnebago County Medical Society, 
and the loss it has sustained, and to forward these 
resolutions to Mrs. Sager. The society at this meet- 
ing voted that the secretary spread these resolutions 
on the minutes. 

The following nominations 
the annual meeting in January, 1914: For president, 
Dr. D. B. Penniman and Dr. E. E. Ochsner; for 
vice-president, Dr. George P. Gill; for secretary- 
treasurer, Dr. C. M. Ranseen; for delegate to the 
state meeting, Dr. Edward Wild, Dr. H. M. Starkey 
and Dr. John E. Tuit; for alternate delegate to the 
state meeting, Dr. W. H. Cunningham. 

Dr. Edward Wild made a motion that the society 
at its annual meeting in January consider raising 
the price for a professional call to $2. Motion was 
seconded and carried. 

It was moved and seconded that the society hold 
a banquet at its annual meeting in January, 1914. 
Motion carried. The following committee on ar- 
rangements was appointed by the president: Drs. B. 
Francescki, W. H. Cunningham and T. F. Kinley. 

Dr. H. M. Starkey moved that the secretary be 
allowed to form and have printed membership appli- 
cation blanks. Motion was seconded and carried. 

Adjourned. 


were announced for 


Dr. C. M. RANsEEN, Secretary. 





Personals 


Dr. and Mrs. T. P. Holke, Peotone, sailed for 
Europe, November 22. 


Dr. C. L. O’Brien, Chicago, has opened an of- 
fice at 59 E. Madison street. 


Dr. and Mrs. W. H. C. Smith, Godfrey, have 
returned from the Canal Zone. 

Dr. A. B. Middleton, of Pontiac, left Jan. 1 
for Vienna, where he will spend six months. 

Dr. A. B. Middleton of Pontiac, left Jan. 1 
for Vienna where he will spend six months. 

Dr. C. B. Welton, Peoria, and Dr. Sarah A. 
Noble, Chicago, have returned from Europe. 

Dr. Faith Spangler, assistant at the Dunning 
State Hospital, has been transferred to the Elgin 
State Hospital. 

Dr. Harry M. Hayes, Peoria, who has been 
seriously ill at the Proctor Hospital with typhoid 
fever, is reported to be improving. 

Dr. W. H. Watterson of Waukegan, has ac- 
cepted a position as superintendent of the Tay- 
lor Sanitarium at Pokegama, Minn. 








Drs. R. R. and H. F. McCarthy, assistant 
physicians at the Elgin State Hospital, have been 
transferred to the Dunning State Hospital. 

Dr. and Mrs. Plumer M. Woodworth, who have 
been spending four months in California, have 
left for Honolulu, where they will spend the 
winter. 


Dr. E. M. Brown of Chicago, with his wife and 
four-year-old son, had a miraculous escape when 
his automobile was caught between two street cars 
and crushed “into kindling wood.” 

Dr. George A. Zeller, superintendent of the 
Peoria State Hospital, has been appointed alien- 
ist of the state board of administration, vice Dr. 
Frank P. Norbury, Springfield, resigned. 

Dr. Charles F. Sanborn, assistant superintend- 
ent of Cook County Hospital, has been appointed 
superintendent of the splendid new Cincinnati 
General Hospital, to which we referred in No- 
vember. 





Removals 





Dr. J. H. Lacey of Albion, has removed to 
Denver, Colo., and Dr. R. L. Moter of Browns, 
has removed to Albion. He, in turn, was suc- 
ceeded by Dr. Parmenter of Bellmont. Dr. L. B. 
Hayman, Chicago, announces the removal of his 
office to 5 South Wabash avenue. 

Dr. and Mrs. Charles Adams left Chicago for 
their new home in Honolulu, T. H., November 22. 





News Notes 





—The North Central Illinois Medical Associa- 
tion met at La Salle, December 9. President, Dr. 
George A. Dicus, Streator. 

—The Cook County Board has awarded the 
contract for the tuberculosis hospital and other 
buildings at Oak Forest for $581,467. 

—The Kewanee Physicians’ Club was organ- 
ized December 4. President, Dr. H. Nelson Hef- 
lin; secretary-treasurer, Dr. Francis 0. Lowe. 

—Fox River Valley Medical Society met at 
Aurora, November 18. President, Dr. Raymond 
G. Scott, Geneva ; vice-president, Dr. Ora L. Pel- 
ton, Elgin. 

—Dr. Frank Parsons Norbury, Springfield, and 
Dr. Albert H. Dollear, Hospital, have purchased 
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Maplewood Sanatorium, Jacksonville, which was 
originally established by Dr. Norbury in 1901. 


—The finance committee of the city council 
voted November 25 to purchase about 18 acres 
of land, lying south of the bridewell, for $185,- 
000. The site is to be used for a new isolation 
hospital and for other municipal buildings. 


—The superintendent of the Watertown State 
Hospital announces that, as the asylum is now 
crowded with insane patients, inebriates and 
other patients not insane will not be admitted to 
the hospital in the future. 


—The hospital at the Navy Training Station, 
Great Lakes, constructed by the government at 
great expense, is not to be reopened as it is con- 
sidered an unnecessary expense to operate a large 
hospital when there are so few men stationed at 
the station. 


—Through the beneficence of Mr. F. W. Mat- 
thiessen, La Salle, the cities of La Salle, Peru 
and Oglesby are to have a model health bureau 
in charge of an expert commissioner, health offi- 
cers and sanitary inspectors. The expense of 
the undertaking will be about $20,000. 


—tThe Illinois Association for the Conserva- 
tion of Vision and Prevention of Blindness ac- 
cepted an invitation extended by the Illuminating 
Engineering Society to attend a demonstration 
of “Five Years’ Progress in Indirect Illumina- 
tion,” December 10. One department of the work 
of the association is closely connected with the 
matters of illumination, eye fatigue, etc. 


—TIn the Chicago city budget for 1914 the com- 
missioner of health asked for $1,160,278 for his 
department and the comptroller reduced this 
estimate by $220,497, leaving the recommended 
apportionment $2,870 less than last year. The 
health commissioner has made a vigorous protest, 
as he maintains that with this reduction the de- 
partment will be dangerously crippled by lack of 
funds. 


—Superintendent R. T. Hinton of the Elgin 
State Hospital, is organizing a consulting staff of 
Elgin physicians. It will consist of one physi- 
cian in each line of practice. Members will be 
called to the hospital whenever any serious medi- 
cal or surgical cases arise. The consulting staff 
so far as made out will consist of Dr. O. L. Pelton 
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NEWS 


on surgery, Dr. L. J. Hughes on eye, ear, nose 
and throat and Dr. A. L. Mann on internal medi- 
cine. 

—The artists’ féte to be given in the First 
Regiment Armory, January 9, is for the benefit 
of the new Chicago Lying-in Hospital, which is 
to be located on Fifty-First street facing Wash- 
ington Park. The building is to be six stories, 
fireproof, with six operating rooms, five nurseries, 
two laboratories and four incubators. There will 
be beds for 105 mothers and their babies, and 
one-third of the hospital will be given up to free 
patients. 

—Clinical Medicine, like the Xmas numbers 
of the popular magazines, announces a program 
of attractive papers for the coming year by men 
who command wide attention whatever subject 
their pens attack. Among the announced writers 
are Dr. G. Frank Lydston on “Modern Treatment 
of Syphilis” and “Treatment of Impotence in the 
Male.” Dr. Wm. J. Robinson of New York, on 
“Management of Venereal and Sexual Diseases.” 
Dr. B. G. R. Williams of Paris, Ill., on “Some 
Precise Methods of Diagnosis and Treatment.” 
Others will write on a great variety of subjects. 
A series of plans of doctor’s homes, offices and 
hospitals by a Chicago architect promises an in- 
teresting study. 

—At a meeting of the Madison County Medi- 
cal Society held in Granite City on November 7, 
1913, the following resolution offered by Dr. R. 
S. Barnsback of Edwardsville, was unanimously 
adopted : 

Since Madison county has enjoyed the distinc- 
tion of having one representative on the State 
Board of Health, for several years past, and since 
recently His Excellency the Governor has ap- 
pointed another of our fellow practitioners to 
continue in such capacity, be it 

Resolved, That the Madison County Medical 
Society, as well as its members individually, ex- 
tend to the recent appointee, Dr. R. D. Luster, 
our heartiest congratulations for his state-wide 
recognition ; and that we individually and collec- 
tively urgently request Dr. Luster, our honored 
representative, to use all his influence and power 
to assist the profession of the state to expel 
quackery in all its forms, and to discourage all 
members of the profession from taking “Con- 
tract Practice,” to use every honorable means to 
uphold fair and living compensation for al] pro- 
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fessional services, to combat in every way the 


belittling practices of underbidding, and to bring 
about, through the state board and other agencies 


at its command, a thorough and systematic cam- 
paign of popular education on the scientific at- 
tainments of the profession to the end that the 
dignity and high standing of the medical pro- 
fession may be better understood and more ap- 
preciated by the entire citizenship of this country. 
—From the Madison County Doctor. 

—We have received the following publications : 
The News-Letter of the Englewood Branch, Chi- 
cago Medical Society, the Bulletins of the Chi- 
cago Medical Society, the Madison County Doc- 
tor, the Bulletin of the Montgomery County 
Medical Society, Sangamon County Medical So- 
ciety Bulletin, the Bulletin of the Vermilion 
County Medical Society. Also programs of the 
Elgin Physicians’ Club meetings for 1913-1914, 
and the program of the North Central Illinois 
Medical Society meeting of Dec. 2 and 3, at La 
Salle. All the bulletins contain matter of in- 
terest to the members and in style and contents 
show that the local secretaries and editors are 
alive to the interests of the profession. The 
News-Letter is replete with verse as usual. The 
Madison County Doctor runs the Red Cross Seal 
with a plea from Dr. F. E. Tulley of Granite 
City, who is a censor of the society and executive 
secretary of the Madison County Antituberculosis 
Society. Obituaries of Drs. Edward Clark Lemen 
and Titus P. Yerkes note the active and promi- 
nent place both doctors occupied both profes- 
sionally and socially in the community. The 
Bulletin of Montgomery County states that the 
membership contains 100 per cent., presumably 
of the eligible doctors. It also contains an ex- 
tract from the Principles of Medical Ethics of 
the A. M. A., which it calls the “Doctor’s Bible.” 
That’s right. If you furnish the bible we will 
fake up a “Litany,” now and then. Dr. T. H. D. 
Griffitts, in the Sangamon County Bulletin, starts 
a campaign to have the State Society purchase a 
permanent home and library in Springfield where 
all meetings could be held. 





The First Trust and Savings Bank, Chicago, is 
distributing an ingenious computer of parcel post 
rates to all cities in the United States of over 25,000 
population and to all cities in Illinois, Indiana and 
Wisconsin of 5,000. The rates are computed from 
Chicago. 
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Book Notices 


Tue Surcicat Curnics or Joun B. Murpny, M. D., 
at Mercy Hospital, Chicago. Volume II, No. 5, 
(October, 1913). Octavo of 174 pages, 52 illus- 
trations. Philadelphia and London: W. B. Saun- 
ders Company, 1913. Published bi-monthly. Price 
per year: Paper, $8.00; cloth, $12.00. 

This number is, as usual, full of interest. Among 
the subjects of especial interest are “Osteitis Fibrosa 
Cysticus” of the upper end of the femur, not involv- 
ing the head and neck; “Sarcoma of the Thymus 
Gland”; “Ankylosis of Knee,” with old focus of 
infections in tissues outside of the knee; “Congenital 
Idiopathic Dilatation of the Colon”; ankylosis of hip 
following sore throat; tumor of femur; abdominal 
fecal fistula following puncture of uterus by curet 
and drainage of retro-uterine abscess. 

These clinics are beneficial not only to the sur- 
geon, but also to the man, 
always given prominence. 


medical Diagnosis is 


Tue Practitioner’s Visitinc List for 1914. An 
invaluable pocket-sized book containing memoranda 
and data important for every physician, and ruled 
blanks for recording every detail of practice. The 
Weekly, Monthly and 30-Patient Perpetual con- 
tain 32 pages of data and 160 pages of classified 
blanks. The 60-Patient Perpetual consists of 256 
pages of blanks alone. Each in one wallet-shaped 
book, bound in flexible leather, with flap and 
pocket, pencil with rubber, and calendar for two 
years. Price by mail, postpaid, to any address, 
$1.25. Thumb-letter index, 25 cents extra. De- 
scriptive circular showing the several styles sent 
on request. Lea & Febiger, publishers, Philadelphia 
and New York. 


THE MEeEpICAL AND SANITARY INSPECTION OF SCHOOLS. 
By S. W. Newmayer, A. B., M. D., in charge of 
the Division of Child Hygiene, Bureau of Health, 
Philadelphia. 12 mo., 318 pages, with 71 engrav 
ings and 14 full-page plates. Cloth, $2.50 net. 
Lea & Febiger, publishers, Philadelphia and New 
York, 1913. 

Of especial interest to the school doctor or nurse, 
or the visiting nurse, or to anyone engaged in pub- 
lic health work, is “Newmayer’s Medical and Sani- 
tary Inspection of Schools.” 

The work is well illustrated, and covers the field 
of school inspection quite thoroughly. The work 
also deals with methods of advancing the mentally 
deficient children. Considerable attention is given 
to inspection and sanitation of school buildings. 

We recommend this book to those working along 
the lines of medical inspection and sanitation. 


PyorrHEA ALVEOLARIS. By Friedrich Hecker, B. Sc., 
D. D. S., A. M., M. D. Member of the Academy 
of Science of St. Louis, Mo.; consultant at Bell 
Memorial Hospital of the School of Medicine, 
University of Kansas; consultant at St. Margaret's 
Hospital, Kansas City, Kan. Illustrated. St. Louis: 


C. V. Mosby Company, 1913. Price, $2.00, 
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Physicians are paying more attention in late years 
to the teeth than they formerly did. The teeth and 
gums are an important part of the anatomy, and 
should receive more attention than is given to them. 

The author of this little work does not take the 
commonly accepted view of this subject, but thinks 
the aetiology as primarily constitutional, and classi- 
fies the numerous varieties accordingly. His prog- 
nosis in many of the forms is better than we are 
generally taught to believe, and autogenous vaccines 
play an important role in the treatment given. 

The work is intended for both physicians and den- 
tists. - 


Causes AND Cures oF Crime. By Thomas Speed 
Mosby, member of the American bar; former par- 
don attorney of the State of Missouri; member 
American Institute of Criminal Law and Criminol- 
ogy. Author of “Capital Punishment,” “Youthful 
Criminals,” “Alcoholism and Crime,” “Mothers of 
Bad Boys,” and other essays. Illustrated. St. Louis. 
C. V. Mosby Company, 1913. Price, $2.00. 

This is one of the very interesting books we have 
read this year. The author has had a large oppor- 
tunity for the observation of criminals, and whether 
or not one agrees with him on all points, we must 
give him credit for extensive study of these sub- 
jects. 

The chapter on eugenics is especially interesting 
and instructive. One point the author particularly 
emphasizes is, that eugenics is not all that is required 

-the manner and mode of living is important; the 
environment, is of utmost importance. Sterilization 
of the habitual criminal is discussed extensively. The 
causes of crime and the theory of punishment are 
likewise ‘studied. 


MepicaL REsEARCH AND Epucation, by Richard M. 
Pearce, The University of Pennsylvania; William 
H. Welch, W. H. Howell, Franklin P. Mall, Lewel- 
lys F. Barker, The Johns Hopkins University; 
Charles S. Minot, W. B. Cannon, W. T. Council- 
man, Theobold Smith, Harvard University; G. N. 
Stewart, Western Reserve University; C. M. Jack- 
son, E. P. Lyon, University of Minnesota; James 
B. Herrick, Rush Medical College; John M. Dod- 
son, University of Chicago; C. R. Bardeen, Univer- 
sity of Wisconsin; W. Ophuls, Stanford Univer- 
sity; S. J. Meltzer, Rockefeller Institute for Medi- 
cal Research; James Ewing, Cornell University 
Medical College; W. W. Keen, Jefferson Medical 
College; Henry H. Donaldson, Wistar Institute of 
Anatomy; the late C. A. Herter, Columbia Univer- 
sity; the late Henry B. Bowditch, Harvard Univer- 
sity. The Science Press, New York and Garrison, 
N. Y., 1918. 

This is Volume II. of a series of volumes for the 
promotion of scientific research and educational prog- 
ress. 

The book is a collection of lectures delivered by 
the several authors at various times and places, all 
of them bearing upon medical research and educa- 
tion or medical institutions. 








